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INTRODUCTION TO VOLUME ONE OF THE PORTFOLIO
This document is Volume One of a portfolio of work completed as part of the PsychD 
in Clinical Psychology. This volume contains an academic dossier, a clinical dossier 
and a research dossier. The academic dossier comprises of five essays covering both 
core and specialist topics. The clinical dossier comprises summaries of the placements 
undertaken and summaries of the five case reports presented in Volume Two. The 
research dossier includes a service related project carried out in year one, a literature 
review and a major research project completed in year 3.
Volume Two of the portfolio contains five case reports and relevant placement 
documentation including placement contracts, log books and evaluation forms. The 
information contained in Volume Two is confidential in nature, although names and 
identifiers have been changed to preserve confidentiality in these case reports.
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Adult Mental Health Essay
ADULT MENTAL HEALTH ESSAY 
Year One 
December 1998
Discuss The Role Of Cognitive Behaviour Therapy In The 
Management Of A Psychotic Disorder,
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Introduction
Cognitive behaviour therapy (CBT) is widely accepted and practised. It is probably the 
most extensively and confidently endorsed form of psychological therapy, dominating 
both clinical research and practice (Rachman, 1997). CBT has been shown to be an 
effective treatment with a wide range of psychological disorders including depression, 
generalised anxiety disorder, panic disorder and bulimia nervosa. It has also shown 
promising indications with obsessive-compulsive disorder, hypochondriasis, social 
phobia and personality disorders (Blackburn & Twaddle, 1996). Despite the broad 
focus and empirical support for CBT, there has been little consideration for the 
application of CBT to psychotic disorders. It has only been recently that randomised 
controlled treatment (RCT) trials have begun to show evidence that CBT could be an 
effective intervention with psychotic symptoms (Kuipers, Fowler, Garety, Chisholm, 
Freeman, Dunn, Bebbington, & Hadley, 1998).
This essay will focus on the recent interest in the application of CBT to psychosis and 
it will aim to discuss the role CBT can play in the management of psychotic disorders. 
The essay will begin by briefly describing the concepts underlying CBT and the 
clinical features of psychosis, to provide some context for the subsequent discussion. 
The essay will then move on to the main focus, beginning with descriptions and 
clinical implications of the underlying theories that have attempted to account for 
psychotic symptoms. It will then discuss the cognitive-behavioural techniques adapted 
and developed for psychosis. The effectiveness of these techniques will be discussed 
by drawing on current research. The essay will finally attempt to discuss the clinical 
implications of the research findings and draw some preliminary conclusions 
regarding the possible role of CBT in the management of psychotic disorders.
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Cognitive Behaviour Theory and Therapy
CBT is a psychological treatment that integrates cognitive and behavioural approaches 
within an underlying cognitive rationale. Beck's cognitive therapy, initially applied to 
depression (Beck, 1967) and later extended to other emotional disorders (Beck, 1976), 
is perhaps the approach most associated with CBT (Salkovskis, 1996). The underlying 
rationale behind Beck’s cognitive model is that "an individual's affect and behaviour 
are largely determined by the way in which he structures the world" (Beck, Rush,
Shaw, & Emery, 1979). CBT at its best consists of a combination of interwoven 
cognitive and behavioural strategies (Fennell, 1989). These are used to help the client 
recognise, evaluate and modify patterns of distorted thinking and dysfunctional 
behaviour (Hawton, Salkovskis, Kirk, & Clark, 1989). Socratic questioning and 
behavioural experiments are used to facilitate the process of ‘guided discovery’ for 
the client (Blackburn & Twaddle, 1996).
A strength of CBT is the close link between theory and therapy (Rachman, 1996).
Most cognitive-behavioural treatments are based on detailed models of the cognitive 
and behavioural factors thought to develop and maintain the disorder. Research has 
been used to test the effectiveness of these models and the treatment procedures based 
on them (Gelder, 1997). In order to discuss how CBT is applied to psychotic disorders, 
it is first necessary to outline the nature of the difficulties experienced by people with 
psychosis, as these provide the focus for CBT (Fowler, Garety, & Kuipers, 1995).
The Features of Psychosis
The research literature on CBT with psychosis has tended not to focus on the use of 
CBT with one specific psychotic disorder but it is applied to a range of psychotic 
symptoms that underlie most psychotic disorders (Fowler et a l, 1995). Therefore this 
essay will focus on the role of CBT in the management of psychotic symptoms in 
general. The DSM-IV contains a section entitled ‘Schizophrenia and Other Psychotic 
Disorders’ (American Psychiatric Association (APA), 1994). This section includes 
diagnostic criteria for schizophrenia, including its five subtypes and the classification
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of eight other psychotic disorders that resemble schizophrenia in some respects but do 
not meet all the criteria for a diagnosis (APA, 1994). Underlying these disorders are 
different definitions ‘psychotic’. These definitions include the presence of delusions 
and prominent hallucinations, disorganised speech, grossly disorganised or catatonic 
behaviour and gross impairment in reality testing (APA, 1994).
Schizophrenia will be described in more detail as it can be seen to incorporate the 
major psychotic symptoms (Gelder, Gath, & Mayou, 1989), including those discussed 
in the CBT with psychosis research literature. A distinction is made between the acute 
and chronic syndromes in schizophrenia (Gelder et a l, 1989). The acute syndrome is 
characterised by positive symptoms, typically, delusions, hallucinations and thought 
disorder. The chronic syndrome is characterised by negative symptoms, such as social 
withdrawal, lack of drive, slowness and emotional apathy (Gelder et a l, 1989). 
Depressive symptoms have been found to occur in both phases of schizophrenia 
(Addington, Addington, & Patten, 1998; Birchwood, Mason, MacMillan, & Healy,
1993).
Several theoretical models have attempted to account for the onset and maintenance of 
psychotic symptoms. Some of these will be described briefly, particularly focusing on 
how they have informed the application of CBT to psychosis.
Theoretical Explanations of Psychotic Symptoms
One set of models that have attempted to account for the formation and maintenance 
of psychotic symptoms are Vulnerability-Stress Models (for example, Zubin & Spring, 
1977). These suggest that interactions between biological, psychological and social 
factors underlie the course and outcome of schizophrenia (Fowler et a l, 1995). They 
include predisposing factors, such as genetic factors, precipitating factors, such as 
major life events, and maintaining factors, such as stressful social environments 
(Zubin & Spring, 1977). These models have provided a developmental perspective for 
cognitive formulations in CBT for psychosis (Fowler, Garety, & Kuipers, 1998).
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Cognitive formulations focus on the importance of beliefs about the self and others at 
each stage of the vulnerability-stress sequence (Fowler et a l, 1998). The therapist 
attempts to work out an individualised account of the evolution of interactions 
between beliefs, vulnerabilities and stresses that can account for the client's history 
(Fowler et a l, 1998). Discussion of the formulation is a central process in CBT for 
psychosis. It aims to provide the client with a greater understanding of the origin and 
maintenance of their difficulties, which is less distressing and more likely to lead to 
behaviour that will aid recovery (Fowler et a l, 1998).
A second set of theoretical models that have attempted to explain psychotic symptoms 
have been cognitive theories. Cognitive-neuropsychological models (for example. 
Frith, 1992; Hemsley, 1993) have proposed that psychotic experiences derive from a 
disruption to neuropsychology, which results in a disruption to cognitive processes or 
cognitive deficits (Fowler et a l, 1995). Specifically, Frith (1992) suggests a cognitive 
deficit that leads to an inability to distinguish actions from internal intentions and 
external stimuli, could account for passivity experiences (feelings of being controlled) 
and third person auditory hallucinations, in which voices are speaking about the 
individual. Hemsley (1993) suggests a cognitive deficit that impairs the ability to 
assess the significance of sensory stimuli automatically, may account for some aspects 
of delusions, as non-relevant aspects of the environment would be interpreted as 
significant. These models allow therapists to offer clients an alternative explanation of 
their symptoms that includes the biological and their personal experiences (Fowler et 
a l, 1995).
Social-cognitive models (for example, Maher, 1988, cited from Fowler et a l, 1995) 
suggest that delusions are produced by the same cognitive processes as normal beliefs 
but it is the way the individual experiences them and the meanings they attach to them 
that are important. For example, people may use delusions to make sense of adverse 
social conditions, unusual internal experiences or hallucinations (Maher, 1988, cited 
from Fowler et a l, 1995). This type of explanation has provided a rationale for the
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employment of CBT strategies in modifying delusional beliefs and offering alternative 
explanations for a client's experiences (Fowler et a l 1995).
Affective-cognitive models (for example, Bentall, 1994) focus on how psychotic 
symptoms may arise from affective or emotional processes. For example, Kinderman 
and Bentall (1997) suggest that persecutory delusions protect the individual against 
low self-esteem and its related negative affect by blaming others rather than 
themselves for negative events. The clinical implications of these types of 
explanations highlight the importance of recognising emotional disturbance in 
psychosis and ways this may contribute to the formation and maintenance of delusions 
and beliefs regarding voices (Fowler et a l, 1995). Specific CBT techniques have been 
developed to help the client produce a more positive and stable self-image and 
emotionally-related themes within delusions and hallucinations are also dealt with by 
addressing dysfunctional patterns of thinking (Fowler et a l, 1995).
An important implication derived from these theoretical models is that the way the 
individual understands and provides meaning to their psychotic symptoms is very 
important (Fowler et a l, 1998). From a cognitive perspective it is assumed that the 
meaning attached to these experiences will maintain delusional beliefs and beliefs 
regarding hallucinations and will influence emotional responses and behaviour 
(Fowler et a l, 1998). CBT for psychosis places an important role on helping clients to 
understand the development of their thoughts and beliefs and place this within a 
‘normalising rationale’ (Kingdon & Turkington, 1994).
None of these models can account fully for psychotic symptoms, but they do provide a 
rationale for the application of specific CBT techniques with psychosis (Fowler et a l,
1995). However, the application of CBT with psychosis has been criticised because of 
a lack of an underlying cognitive-behavioural model detailing the cognitive and 
behavioural factors that maintain psychotic symptoms. For example. Patience (1994) 
argues that using a treatment just because it works can only be justified if  research is
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being carried out simultaneously to understand why it works. Liberman and Green 
(1992) also suggest that there is a need to increase our knowledge regarding the nature 
of cognitive and information-processing deficits in schizophrenia and link these with 
emerging treatments. The current cognitive-behavioural interventions for psychosis, 
that draw to some extent on these models, are described below.
Cognitive Behavioural Interventions with Psychotic Disorders
Several treatment manuals describing the application of CBT techniques to psychosis 
have been produced (for example, Chadwick, Birchwood, & Trower, 1996; Fowler et 
a/., 1995; Kingdon & Turkington, 1994; Nelson, 1997). These treatment manuals show 
a considerable overlap in the techniques they describe. The approach by Fowler et al 
(1995) will be described in more detail here.
Fowler et a l (1995) describe CBT for psychosis as a structured and time-limited 
intervention, that is tailored to the needs of the individual client, rather than being a 
package treatment. The techniques used are guided by a careful formulation of the 
individual's difficulties and the number of sessions will depend upon their presentation 
(Fowler a/., 1995).
The techniques used in CBT for psychosis are similar to those used in CBT for other 
disorders (originally described by Beck et a l, 1979). However, a number of changes 
and adaptations have been made in order to account for the nature of psychosis.
Fowler et a l (1995) suggest that a greater emphasis should be placed on building and 
maintaining the therapeutic relationship due to individuals with psychosis being 
susceptible to developing paranoid beliefs about the therapist and often having 
difficulties building a trusting relationship. Secondly, they also suggest that a longer 
and more detailed assessment is carried out with individuals with psychosis due to the 
severe and chronic nature of symptoms and the heterogeneity of psychosis. Thirdly, 
they suggest that emotional arousal is kept to a minimum as high emotional arousal 
can trigger an episode of psychosis. Finally, they suggest that therapeutic expectations
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are moderated in accordance with possible underlying cognitive deficits that can 
impair the ability to understand and process information (Spaulding, Garbin, & 
Crinean, 1989).
CBT with psychosis has three main aims. It aims to reduce the distress and disability 
associated with residual symptomatology, to reduce emotional disturbances and 
finally, to promote the active participation of the client in regulating the risk of relapse 
and social disability (Fowler et a l, 1998). The central assumption underlying CBT for 
psychosis is that the beliefs and experiences of psychosis derive fi*om cognitive 
processes that are on a continuum with normality and people with psychosis are trying 
to make sense of the world like everyone else (Fowler et a l, 1998). Therefore many of 
the techniques used are based on making sense of and understanding symptoms 
(Fowler et a l, 1998).
The process of therapy can be seen as six stages (Fowler et a l, 1995, 1998). The first 
stage involves engagement and assessment and focuses on building up the therapeutic 
relationship. This is followed by helping the client build up their ability to use 
cognitive-behavioural coping strategies, such as relaxation and distraction, to 
encourage behavioural change and facilitate feelings of control with distressing 
symptoms. In the third stage the therapist and client work collaboratively to make 
sense of delusions, in the context of the client’s life history and vulnerabilities. This 
involves the discussion of the cognitive formulation to offer the client a new 
perspective about the nature of their experiences. This is followed by a focus on 
delusions and voices and helping the client to identify and compensate for cognitive 
biases and distortions in interpretations of events. The fifth stage involves addressing 
negative self-evaluations using familiar CBT strategies (Beck et a l, 1979) to modify 
these beliefs. Finally, ways of managing risk of relapse and social disability are 
explored, by discussing clients' beliefs about their illness and medication. This model 
attempts to offer individuals a range of techniques depending on their needs and also
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uses some strategies from CBT in depression (Beck et a l, 1979) if  affective 
dysfunction is also a feature of psychosis (Kuipers, Garety, & Fowler, 1996).
The above is a brief account of a general approach to CBT for psychosis. Fowler et al 
(1995) describe specific techniques at each of these stages in more detail. This leads to 
the question: how effective are these techniques in the management of psychotic 
symptoms? This has been the focus of an increasing number of research studies.
The Effectiveness of CBT with Psychotic Disorders
The Nature of Research Studies
The use of CBT with psychotic disorders only became a focus for research in the late 
1980s (Fowler et a l, 1995). The first studies were typically small series of single case 
reports, focusing on the short term effects of CBT with delusions and hallucinations 
(for example, Fowler & Morley, 1989). Many of these showed promising areas for 
future research and further series of single case studies were conducted which led on 
to controlled trials (for example, Garety, Kuipers, Fowler, Chamberlein, & Dunn,
1994). In the last five years a small number of RCT trials of CBT with psychosis have 
been reported (for example, Kuipers, Garety, Fowler, Dunn, Bebbington, Freeman, & 
Hadley, 1997).
The following discussion will generally focus on the evidence provided by the RCT 
trials as they represent the current findings in this area. In trying to determine the 
effectiveness of CBT with psychosis a number of criteria should be stated by which to 
judge CBT. It appears appropriate to judge the effectiveness of CBT on the impact it 
has on the major symptoms of psychotic disorders that were outlined at the beginning 
of the essay. Therefore the impact of CBT on delusions, hallucinations, negative 
symptoms, affective disturbances, symptoms in the chronic and acute phases and the 
overall level of symptomatology will be examined.
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The Effects of CBT on Overall Levels of Psychotic Symptomatology 
Kuipers et a l (1997) found that clients who received CBT and standard care showed a 
significantly greater decrease on their scores on The Brief Psychiatric Rating Scale 
(BPRS; Overall & Graham, 1962, cited firom Kuipers et a l, 1997) compared to clients 
who received standard care only, therefore indicating a greater improvement in overall 
symptomatology with CBT. 50 % of the CBT group responded to treatment compared 
to 39% in the control group. In a follow-up study of 78% of participants after nine 
months, Kuipers et a l (1998) found that those who received CBT showed a significant 
and possibly continuing improvement in their BPRS scores, while the scores of those 
from the control group did not change from baseline. 65% of the CBT group showed a 
reliable clinical improvement compared to 17% of the control group at follow up. 
Cognitive flexibility concerning delusions and the recent number of admissions to 
hospital were found to be significant predictors of response to CBT (Garety, Fowler, 
Kuipers, Freeman, Dunn, Bebbington, Hadley, & Jones, 1997). There were no specific 
predictors of outcome in the control group, which may show that positive responses to 
CBT were partly due to specific effects on delusional thinking (Garety et a l, 1997). 
Severity of symptoms were found not to be a predictor, which may imply that even 
people with severe psychotic symptoms could benefit from CBT.
Tarrier, Yusupoff, Kinney, McCarthy, Gledhill, Haddock and Morris (1998) compared 
intensive CBT with routine care to supportive counselling with routine care and 
routine care only. Clients receiving CBT showed significant improvements in the 
number and severity of positive psychotic symptoms experienced and there was a 
significant difference between CBT and the routine care group in the amount of 
improvements. There was also a significant difference between the number of clients 
in the CBT group who showed clinical improvements (an improvement of 50% or 
more in symptomatology) compared to the other two groups combined. Variables 
shown to make a significant contribution to these improvements were receiving CBT, 
a shorter duration of illness and less severity in symptoms at allocation.
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Other studies have focused on specific strategies in CBT for psychosis. Kingdon and 
Turkington (1991) focused specifically on using a normalising rationale in which the 
emergence of symptoms were explained and destigmatised. They reported that this 
appeared successful in managing the course of schizophrenia, in that clients were 
maintained on low levels or no medication and required minimal hospitalisation. 
However, this was an uncontrolled trial which limits the conclusions drawn.
Tarrier, Harwood, Yusupoff, Beckett and Baker (1990) described a cognitive- 
behavioural technique called Coping Strategy Enhancement (CSE) which attempts to 
build on coping strategies that the client is already employing and teach clients 
appropriate coping strategies for their psychotic symptoms. Tarrier, Beckett, Harwood, 
Baker, Yusupoff and Ugarteburu (1993) compared CSE with another cognitive- 
behavioural technique. Problem Solving (PS) and a waiting period. Clients who 
received either PS or CSE showed significant reductions in psychotic symptoms 
compared to those in the waiting period. The CSE group appeared to show more 
change during treatment and post-treatment. Clients with higher pre-treatment scores 
improved more over treatment. These improvements appeared to be maintained at six 
months.
The Effectiveness of CBT with Delusions
Chadwick and Lowe (1990); Lowe and Chadwick (1990) and Chadwick, Lowe, Home 
and Higson (1994) reported a series of case studies in which they used verbal 
questioning and reality testing to modify beliefs and delusions. Verbal questioning 
involved helping clients to question the evidence underlying their delusional belief and 
reality testing involved testing out the reality of their beliefs. They reported that both 
techniques were successfiil in reducing belief conviction particularly when reality 
testing followed verbal questioning. These studies provided promising results 
regarding the usefulness of CBT with delusions but the small number of participants 
and the uncontrolled nature of the study prevents the efficacy of CBT with delusions 
being examined. Garety et al. (1994) found a significant reduction in delusional
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conviction with clients who received CBT compared to a control group receiving 
standard care. However, the groups were not randomly allocated which limits the 
conclusions drawn.
RCT trials have provided evidence that CBT can be effective with delusions. Kuipers 
et al. (1997) found that clients with psychosis who received CBT showed greater 
reductions in delusional distress and delusional conviction than clients in a standard 
care only control group. Garety et al. (1997) found that cognitive flexibility regarding 
delusions was a significant predictor of positive response to CBT. It was suggested 
that cognitive flexibility allows clients to consider alternatives and make use of 
evidence to re-evaluate their beliefs, therefore facilitating positive effects. Positive 
effects of CBT on delusions have also been found to be maintained nine months post 
treatment (Kuipers et a l, 1998). Tarrier et a l (1993) found that clients who received 
CBT showed significant improvements on measures of delusions.
The Effectiveness of CBT with Hallucinations
Cognitive-behavioural treatments for hallucinations have largely focused on auditory 
hallucinations (Haddock, Tarrier, Spaulding, Yusupoff, Kfnney, & McCarthy, 1998). 
Interventions have generally fallen into two main categories: distraction, as a coping 
strategy and focusing, in which clients expose themselves to their hallucinations, 
desensitise themselves to the anxiety caused by voices and reattribute the meaning 
they give to them (Haddock, Slade, Bentall, Reid, & Faragher, 1998). Several case 
studies showed equivocal results regarding the usefulness of these interventions with 
typically only half of clients reporting positive changes in their symptoms (for 
example, Bentall & Slade, 1993; Bentall, Haddock, & Slade, 1994; Fowler & Morley, 
1989; Haddock, Chadwick, & Birchwood, 1994). Haddock, Slade et a l (1998) 
compared these two CBT interventions with clients experiencing auditory 
hallucinations. No differences were found between the groups concerning severity of 
symptoms following treatment, although those in the focusing treatment held a greater 
belief that their voices were their own thoughts. Focusing techniques were found to
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significantly increase self-esteem, while distraction techniques were found to 
significantly decrease it. The results showed no overwhelming benefit of one treatment 
over the other. Haddock, Slade et al. (1998) concluded that the studies in this area 
have shown that auditory hallucinations are difficult to treat with CBT. RCT trials 
have also found no significant changes in hallucinations with CBT (Tarrier et a l, 
1993). Although Kuipers et a l (1997) found greater reductions in the frequency of 
hallucinations in clients who received CBT compared to a control group, but this was 
not a significant difference.
CBT with Medication Resistant Svmntoms or ‘Difficult to Treat Clients’
The advances in neuroleptic medication have led to significant improvements in the 
management of psychotic symptoms (Close & Garety, 1998), however, these also have 
disadvantages. Some psychotic clients do not respond to medication, some experience 
persistent positive symptoms that are resistant to medication and there are also 
problems with non-compliance (Kuipers, 1996).
Several RCT trials have found CBT to be an effective intervention in reducing 
psychotic symptoms that have previously been found to be medication resistant 
(Kuipers et a l 1997; Tarrier et a l, 1993). Kemp, Hayward, Applewhaite, Everitt and 
David (1996) used a cognitive-behavioural intervention called ‘compliance therapy’, 
which focused on education regarding medication, the clients' beliefs and attitudes 
regarding medication and encouraging adaptive behaviours and realistic beliefs 
towards medication. They found that medication compliance and insight significantly 
increased in clients who received this intervention in comparison to a control group 
receiving non-specific counselling. These effects were maintained for six months.
The Effectiveness of CBT with Negative Svmntoms
Tarrier et a l (1993) found no significant changes on measures of social functioning 
following CBT interventions. Improvements in positive symptoms by clients did not 
generalise to negative symptoms, mood or social functioning. Kuipers et a l (1997)
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also found no significant effect on negative symptoms or social functioning with CBT. 
Garety et a l (1994) suggest that either a longer period is needed for changes in 
thinking to translate into broader social changes or more explicit behavioural work is 
needed to improve aspects of social ftinctioning.
CBT with Affective Svmntoms
Garety et a l (1994) found that clients who received CBT showed significant 
reductions in depression scores in comparison to a control group. Tarrier et a l (1998) 
found clients who received CBT showed significant reductions in measures of anxiety. 
These findings imply that CBT can also improve affective dysfunction in psychosis.
CBT with Acute Psvchosis
Most of the research regarding CBT with psychosis have tended to focus on persistent, 
residual symptoms that have not responded to neuroleptic medication, in the chronic 
phase of psychosis (Tarrier et a l, 1993). Drury, Birchwood, Cochrane and MacMillan 
(1996a) compared CBT with matched hours of therapist input with acute psychosis. 
The CBT intervention involved both individual and group procedures and specifically 
focused on a coping style called ‘integration’ in which clients attempt to make sense of 
their psychosis. It also involved family engagement sessions and activities involving 
interpersonal and self-care skills. Both groups showed a significant reduction in their 
positive symptoms but the decline in positive symptoms was significantly greater in 
the CBT group. There was also a significant reduction in negative symptoms. There 
was a significantly greater decline in delusional conviction in the CBT compared to 
the control group. After nine months the CBT group showed significantly fewer 
positive symptoms than the control group. High levels of continued engagement were 
shown. Drury, Birchwood, Cochrane and MacMillan (1996b) also found that 
depending on the definition of recovery, CBT was associated with a 25-50% reduction 
in recovery time for acute psychosis, which halved time to discharge compared to the 
control group.
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The impact of CBT on positive symptoms also extended to other symptoms, 
particularly dysphoria, insight and ‘sub-clinicaT psychotic thinking.
Limitations of the Research Findings
It is important to consider two limitations when interpreting the results. Firstly, there 
are methodological limitations that may influence the findings. The RCT trials have 
been fairly small and have suffered fi-om methodological limitations, such as a lack of 
blind assessment, variability in treatment groups, reliability of assessment and drop­
out rates. Secondly, there is a lack of knowledge regarding the mechanisms of 
treatment effects. There have been suggestions that this is due to a lack of theory 
driving this approach. Birchwood and Tarrier (1992) suggest that the mode of action 
of CBT can only be determined through theoretically informed development.
Similarly, Spaulding (1992) argues for the importance of a theoretically informed 
approach to outcome research.
Clinical Implications
The research findings regarding CBT with psychotic disorders have shown that CBT 
has a number of positive effects on various psychotic symptoms. There are a number 
of clinical implications to these findings. Haddock and Slade (1996) suggest that any 
benefits to individuals with distressing and enduring psychotic symptoms may be 
significant for the individual and their families, and therefore the intervention that 
produces these benefits should be offered as routine in mental health services. The 
current management of psychotic disorders is generally in the community, using the 
Care Programme Approach, which centres on problem assessment and the generation 
of solutions and medication (Bebbington & Tylee, 1998). However, a number of 
controlled trials have shown that CBT added to standard packages of care produce 
significant improvement in symptoms over routine care alone (Kuipers et a l, 1997; 
Tarrier et a l, 1998). This would suggest that CBT could play a useful role alongside 
existing mental health provisions. What may prevent CBT for psychosis being 
integrated into routine care is the perceived implications of cost (Haddock & Slade,
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1996). Kuipers et al. (1998) conducted an economic analysis that appeared to show 
that adding CBT to standard care did not increase the overall costs because of a 
reduction in service utilisation. The findings that CBT can increase medication 
compliance (Kemp et a l, 1996), increase recovery from positive symptoms in acute 
psychosis, lead to a lower level of residual symptoms (Drury et a l 1996a) and reduce 
the likelihood of relapse and time spent in hospital (Tarrier et a l, 1998) would all 
suggest that CBT would help to reduce cost and service implications to mental health 
services for psychosis in the long term.
This raises questions of how to incorporate CBT for psychosis into existing mental 
health services. Fowler et al. (1998) suggest that although training in the specific 
cognitive-behavioural techniques is important, perhaps more important is the changing 
of attitudes and service organisation. Fowler et a l (1998) suggest that there still exists 
an attitudinal barrier that prevents some professionals from engaging in basic 
therapeutic relationships with people with psychosis. Much of the current practice 
involves monitoring and administering medication to people with chronic psychosis 
and therefore carrying out therapeutic CBT work may not be seen as part of their role 
(Fowler era/., 1998).
Future Directions for Research
Research in this area is still in its infancy and there is a need for further research to 
show the robustness of the present findings. If these results are shown to be robust 
they will have important clinical and service implications. A further area that has been 
identified for future research is CBT with prodrome symptoms that occur before the 
onset of acute phases. Birchwood (1995) suggests that there should be a cognitive 
approach to early intervention for prodrome symptoms. If such an approach was 
successful it would have important implications for the prevention of psychotic relapse 
and altering the course of psychosis for the individual (Birchwood, 1995). The finding 
that CBT does generally not effect negative symptoms also provides another important 
area for research. Negative symptoms are probably the most distressing, disabling and
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persistent of psychotic symptoms (Hogg, 1996), therefore CBT would have a valuable 
role in managing these if effective techniques could be developed.
Summary
This essay has focused on the application of CBT to psychotic disorders. It has 
discussed the underlying cognitive and vulnerability-stress models that have provided 
some rationale for the use of CBT with psychotic symptoms. It has discussed the 
specific content of CBT interventions for psychosis showing how this approach has 
drawn upon traditional CBT techniques and has also developed and adapted other 
techniques in relation to the severe and diverse nature of psychosis. The relative 
efficacy and effectiveness of these techniques with psychotic symptoms were 
discussed, particularly the beneficial effects with many of the positive symptoms both 
in the acute and chronic phase but limited effects with negative symptoms. The 
clinical implications of these findings were discussed. Overall, there is evidence to 
suggest that CBT could play a valuable role in the management of psychosis within 
the current mental health services, however, there may be difficulties in integrating 
CBT with current routine practice.
Conclusions: The Role of CBT in Managing Psychotic Disorders
The aim of this essay was to discuss the role of CBT in the management of a psychotic 
disorder. This essay followed the research literature in focusing on the role of CBT 
with psychotic symptoms such as delusions, hallucinations, affective symptoms and 
negative symptoms such as social disability. Current findings indicate that CBT could 
play an important role in managing positive symptoms, particularly delusions and 
those that are medication-resistant. However, CBT may be limited in its role in 
managing negative symptoms, which have been found to show little change. CBT 
could play a role in managing both the acute and chronic phases of psychosis. CBT 
does not appear able to play an all encompassing role in the management of psychosis 
as it has not shown effectiveness with all psychotic symptoms, and the effects of CBT 
in the long term are still uncertain. However, it appears that CBT would be most
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useful in managing psychotic symptoms as an adjunct treatment that complements 
standard care and medication rather than providing an alternative to these forms of 
treatment.
It would appear that CBT does have a role to play in the management of psychotic 
disorders, however, further research is needed to clarify its specific potential. This is 
still a developing area and methodological and theoretical limitations are still evident. 
A major issue that may need to be addressed is treatment specificity and the 
development of an underlying theoretical model to guide this. Despite promising 
results indicating the effectiveness of CBT with aspects of psychosis, the challenge 
may be whether CBT will be incorporated into widespread clinical practice with 
psychosis. The severity and diversity of the difficulties experienced by people with 
psychosis would suggest that the most effective approach would combine case 
management and CBT.
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Introduction
There is no simple way of describing or explaining an autistic spectrum disorder 
(ASD). One of the characteristics of an ASD is its heterogeneity (Fisher, Van Dyke, 
Sears, Matzen, Lin-Dyken, & McBrien, 1999). An ASD can have a range of 
manifestations, degrees of severity and varying prognoses (Wing, 1997a). 
Accompanying this is a probable range of aetiologies (Bailey, Phillips, & Rutter,
1996) and a vast array of treatments and interventions (Howlin, 1997). However, what 
is known is that an ASD has a profound effect on the lives of the affected individual 
and their families (Wing, 1997a). It is a severe and chronic disorder that can lead to a 
lifelong disability for many people (Rogers, 1998) and currently there is little evidence 
of a cure despite the claims made by some interventions (Howlin, 1997).
In the past forty years there have been considerable advances in our understanding of 
ASD (Borden & Ollendick, 1992). This essay will attempt to review our 
understandings in three areas: firstly, the nature and diagnosis of the disorder, 
secondly, its aetiology and thirdly, intervention practice. The essay will begin by 
attempting to provide a historical account and current understanding of an ASD. This 
discussion will provide a description of the main clinical features that need to be 
accounted for by aetiological models. Considering this the essay will move on to 
describe the proposed aetiological models for ASD and discuss how these have 
contributed to our understanding of autism. Finally, the essay will focus on the 
interventions for ASD and discuss the extent to which aetiological models have guided 
these. The essay will conclude by discussing the theory-practice links within the field 
of ASD.
What is an Autistic Spectrum Disorder?
Terminoloev
The terms ‘autism’ and ‘autistic spectrum disorder’ are often used with the same 
meaning within the clinical and research literature. This may reflect our changing 
understanding of autism as research has developed over the past forty years. The 
current understanding is that there is a spectrum of autistic disorders (Wing, 1997a), 
therefore this essay will use the term ‘ASD’ rather than ‘autism’ to reflect this. The
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term ASD will be used to refer to the differing manifestations of autism (Wing, 1996a; 
Wing, 1997a).
The Beginnings of ASD: Kanner and Asperger
ASD is thought to have been present long before it was given a name and recognised 
(Wing, 1996a). Frith (1989) described historical accounts of people with what now 
appears to be some form of ASD, for example, “Victor, the wild boy of Aveyron”. 
However, it was Kanner’s 1943 description of eleven children with similar patterns of 
behaviour that formed the basis of what we now term ‘autism’ (cited from Happé, 
1994a). Kanner termed these unusual patterns of behaviour “early infantile autism”.
He described these children as having a profound lack of affective contact with others, 
an intense insistence for sameness in their repetitive routines, muteness, delayed 
echolalia or speech not used for communication and a fascination with objects that 
were manipulated with dexterity but not used appropriately. Kanner also described 
islets of ability, in particular high levels of visuo-spatial skills or rote memory, which 
was in contrast to learning difficulties in other areas. Furthermore, these children were 
attractive, alert and appeared intelligent. Later Kanner suggested the key diagnostic 
criteria were a profound lack of emotional contact or “autistic aloneness” and the 
intense insistence on the preservation of sameness (Kanner & Eisenberg, 1956, cited 
from Happé, 1994a).
Writing independently in 1944, Asperger (cited from Frith, 1991), described children 
and adolescents with similar patterns of behaviour to those described by Kanner. He 
termed these patterns of behaviour “autistic psychopathopathy” in childhood. He 
described these children and adolescents as naïve and inappropriate in social 
interaction. They had good speech but this was not used in a social way, they had poor 
intonation and body language and had circumscribed interests and poor motor co­
ordination. They were of borderline, normal or superior intelligence but often had 
specific leaning difficulties and they appeared to have a marked lack of common sense 
(Asperger, 1944, cited from Frith, 1991).
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Both Kanner’s 1943 and Asperger’s 1944 descriptions had a number of similarities 
including their use of the term “autistic”, from the Greek word “autos” meaning self 
(Happé, 1994a). However, there were three main areas in which their reports differed 
(Happé, 1994a; Wing, 1991). Firstly, the area of language abilities. Kanner reported 
three of the children were mute whilst others did not use speech in a communicative 
way. Asperger, however, reported the children he studied spoke fluently, like “little 
adults”. Secondly, their descriptions differed in the area of motor co-ordination. 
Asperger described children who were clumsy with fine motor skill problems. Whilst, 
Kanner noted children who were skilful in fine motor co-ordination. These children 
related better to objects than people, while the children Asperger described had 
difficulties with both. Finally, there was a difference in the area of learning abilities. 
Kanner described children who were best at learning rote fashion, whereas Asperger 
described the children he studied as “abstract thinkers” with an ability to produce 
spontaneously.
Kanner’s work appeared to have the largest influence on subsequent work on ASD 
(Kugler, 1998). This can be partly attributed to discussions of Asperger’s work not 
appearing in the English literature until the 1970s and not being translated into English 
until 1991 (Frith, 1991). Kanner’s description now forms the basis of what is 
commonly termed ‘classic autism’ or ‘infantile autism’ which is used to describe 
children with the classic core features Kanner described (Frith, 1989). Unlike Kanner, 
Asperger did not provide specific criteria for diagnosis of his syndrome and this may 
have led to varying ideas on the definition of Asperger’s Syndrome (Wing, 1991). 
What is now termed ‘Asperger’s Syndrome’ is used for higher functioning children 
often with good verbal abilities, however, these were only some of the type of children 
Asperger described (Kugler, 1998).
Defining the Disorder
Following the descriptions by Kanner and Asperger, there were further scientific 
studies into ASD. The Maudsley Hospital Study (Lockyer & Rutter, 1969, 1970, cited 
from Rutter, 1999) used empirical research findings to help determine diagnostic 
criteria. They compared children with a diagnosis of infantile psychosis (as ASD was
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called) and children with another diagnosis, who were matched for age, sex and IQ 
level. This was used to differentiate autism from other psychiatric disorders (Rutter, 
1999). They found three domains of behaviour present in nearly all children with ASD 
which were significantly more likely to occur than in the control group. Firstly, there 
was a general failure to develop social relationships and abnormalities in interpersonal 
functioning. Secondly, there was language retardation, including impeded 
comprehension and echolalia. Thirdly, rituals and compulsive behaviour were present, 
shown particularly through repetitive stereotyped play. Furthermore, an onset before 
30 months was required, which distinguished it from schizophrenia. These features 
were taken as the defining characteristics of ASD (Rutter, 1999) and formed the basis 
of the ICD-10 classification and diagnostic system of ASD (World Health 
Organisation (WHO), 1992), which was led by Rutter and his colleges. The ICD-10 
influenced the DSM-IV classification of ASD (American Psychiatric Association 
(A? A), 1994).
The Triad of Impairments
Wing and Gould (1979) carried out an important epidemiological study. They 
attempted to identify the presence of impairments in socialisation, communication and 
imagination, within children with known special needs in an area of London. They 
found all children who had social impairments also had repetitive stereotyped 
behaviour and abnormalities or absence of language. They concluded social 
impairment always co-existed with communication and imagination impairments, 
which became known as the triad of impairments.
The Continuum of Social Impairment
Wing and Gould (1979) also identified a continuum of social impairment. They 
described three distinct subtypes of social impairment: an ‘aloof group, a ‘passive’ 
group and an ‘active but odd’ group. Subsequently, Wing (1996a) also described an 
‘over-formal, stilted’ group. The aloof group is associated with Kanner’s descriptions, 
whilst the over-formal, stilted group is associated with those with Asperger’s 
Syndrome (Wing, 1997a). The severity and form of social impairment could vary 
within an individual during their development (Wing & Gould, 1979). Similarly, a
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range of impairments were found to occur in communication and imagination. 
Imagination impairments that led to repetitive stereotyped activities could also be 
found on a continuum (Wing, 1996a).
The Autistic Spectrum
The wide range of manifestations in the triad of impairments underlies the idea of a 
spectrum of autistic disorders. This was first described by Rutter and his colleges in 
the Maudsley Hospital Studies (cited from Rutter, 1999) who described the 
heterogeneity of impairments in children with autism. A spectrum of autistic disorders 
was also suggested by Wing and Gould’s (1979) findings. They identified children 
who fitted Kanner’s description but they also identified other children with features of 
autism who did not fit this criteria. This led to the belief that Kanner’s description was 
a sub-group within a wider range of disorders affecting social interaction and 
communication.
The autistic spectrum can be seen to comprise of a range of disorders which takes into 
account the variations in severity and differences that can occur with age and 
development (Wing, 1997a). Wing (1991) suggests Kanner’s and Asperger’s 
syndromes fall within the spectrum and show differing profiles of impairments. An 
ASD can be seen as a disorder with any combination of the range of manifestations in 
the triad of impairments that may also be accompanied by other features such as 
sensory impairments or psychiatric co-morbidity (Wing, 1997a). The current view is 
that there is a spectrum of autistic disorders rather than a continuum, which is 
considered to reflect the different dimensions of autism more accurately (Wing, 
1996a).
The Clinical Picture of ASD
Prevalence of ASD
Wing and Gould (1979) reported that the prevalence of ‘classic autism’ (as described 
by Kanner, 1943) was 2 per 10,000. The prevalence of children who showed severe 
social impairment was 22.5 per 10,000. Ehlers and Gillberg (1993) studied children 
aged seven to sixteen within mainstream schools in an area of Sweden. They found
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approximately 71 in 10,000 children had an ASD. Approximately half of these 
children appeared to fit the criteria for Asperger’s Syndrome. Wing (1996b) combined 
these studies to suggest an estimated prevalence of ASD of 91 per 10,000 for children 
under sixteen years of age with any IQ level.
Sex Ratio
Bryson (1997) reported that most studies found male to female ratios of 3:1 or 4:1 for 
‘classic autism’. In studies of the broader autistic spectrum the sex ratio appeared to 
vary with IQ, with a ratio near 2:1 with severe cognitive impairment and more than 4:1 
with high cognitive abilities (Bryson, 1997).
Age of Onset
Research using a screening checklist has shown promising indications that autism may 
be detectable at 18 months by focusing on impairments in the areas of pretend play, 
joint attention, pointing, social interest and social play (Baron-Cohen, Allen, & 
Gillberg, 1992).
Prognosis
Follow-up studies have generally indicated that patterns of deficits in the triad of 
impairments continue into adulthood (Gillberg, 1991). However, prognosis appears to 
be influenced by IQ and verbal abilities at age five (Bailey et a l, 1996).
Other Behaviours and Associated Conditions
Although the presence of social and imagination impairments and repetitive and 
stereotyped behaviours are crucial for diagnosis there are also a number of other 
behaviours that have been found to commonly exist with an ASD. These include 
stereotyped movements, abnormalities of gait and posture, responses to sensory 
stimuli, anxiety and special skills, particularly those that depend on visuo-spatial skills 
or rote memory (Wing, 1996a). A number of conditions are associated with ASD, 
including learning difficulties, epilepsy, Rett’s Syndrome, Fragile X Syndrome, 
sensory impairments, semantic-pragmatic disorder, elective mutism and various 
psychiatric conditions (Wing, 1996a).
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Current Diagnosis and Classification
ASD is a behaviourally defined disorder, of which social and communication 
impairments and repetitive and stereotyped behaviours forms the basis of the current 
diagnosis (A?A, 1994; WHO, 1992). The current classification systems (DSM-IV and 
ICD-10) place autism within the category of Pervasive Developmental Disorders 
(PDD), which are characterised by qualitative abnormalities in reciprocal social 
interactions, patterns of communication and restricted, stereotyped interests (APA, 
1994; WHO, 1992).
The category PDD in ICD-10 and DSM-IV includes similar disorders, particularly, 
autism, atypical autism, Rett’s Syndrome, Childhood Disintegrative Disorder, 
Overactive Disorder Associated with Mental Retardation and Stereotyped Movements 
(not in DSM-IV), Asperger’s Syndrome, other PDD and PDD unspecified (PDD- 
NOS).
The diagnostic criteria for Autistic Disorder (DSM-IV) and Childhood Autism (ICD- 
10) is qualitative impairment in social interaction and communication and restricted, 
repetitive, stereotyped patterns of behaviour, interests and activities. There needs to be 
delayed or impaired functioning evident before three years of age in social interaction, 
language used in social communication or symbolic play. These symptoms cannot be 
accounted for by another PDD (APA, 1994; WHO, 1992).
The diagnostic criteria for Asperger’s Syndrome (ICD-10) and Asperger’s Disorder 
(DSM-IV) includes impairments in social interaction and repetitive and stereotyped 
behaviours but no language delay or cognitive impairment (APA, 1994; WHO, 1992).
These classification systems take a categorical approach to the diagnosis of ASD 
(Volkmar, 1998). However, there are issues regarding the definitions of ASD, 
particularly because there is a vast range of manifestation and aspects of the syndrome 
typically change over the course of development within an individual (Volkmar, Klin,
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& Cohen, 1997). This has led to the suggestion that ASD may be better defined 
dimensionally rather than categorically (Volkmar et a l, 1997).
Evidence for the Existence of an Autistic Spectrum: The Dimensional View
Research appears to support the concept of an autistic spectrum rather than distinct 
categories of disorders. Myher (1998) examined empirical data from studies regarding 
the clinical characteristics of children with autism, Asperger’s Syndrome and PDD- 
NOS. The data suggested two overlapping groups: a lower functioning group, with 
social aloofiiess, a greater number of autistic symptoms and developmental delay and a 
higher functioning group with a higher IQ, fewer autistic symptoms and more 
prosocial behaviour. Myher (1998) suggested this indicated that children exhibiting 
the triad of impairments could be seen as existing on a spectrum and differing only by 
degree of impairment (Myher, 1998).
Prior, Eisenmajer, Leekam, Wing, Gould, Ong and Dowe (1998) collected data on a 
large sample of individuals with a diagnosis of autism, Asperger’s Syndrome or other 
related disorders. They identified three clusters or subgroups which were differentiated 
by ability and the severity of social and cognitive or communication impairment.
These sub-groupings were not specific to autism or Asperger’s syndrome but also 
included children with an ASD who did not fit the clinical descriptions of either (Prior 
e ta l  1998).
Asperger’s Syndrome as a Separate Disorder
Asperger’s Syndrome was included as a separate category for the first time within the 
DSM-IV and ICD-10 (Kugler, 1998). The validity of Asperger’s Syndrome as a 
distinct syndrome from autism is still unclear, which may be a result of the differing 
usage of the term ‘Asperger’s Syndrome’ (Kugler, 1998). There are potential 
advantages to differentiating between Asperger’s Syndrome and autism, such as 
formal recognition of the syndrome, an increased awareness of its existence, increased 
access to services for those affected and further research in this area (Klin & Volkmar, 
1997). However, there continues to be a debate regarding the validity of Asperger’s
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Syndrome as a distinct diagnostic category, particularly by those who see Asperger’s 
Syndrome synonymous to high functioning autism (Kugler, 1998).
Conclusions: What is an ASD?
Considering the above discussion perhaps the simplest and clearest way to 
conceptualise an ASD is as a disorder which shows impairments in socialisation, 
communication and imagination along a spectrum of manifestations. The above 
discussion has attempted to describe an ASD. A further question related to this is: 
what causes an ASD and what aetiological models can provide an understanding of an 
ASD? These issues are the focus of the following discussion.
The Aetiology of ASD
Kanner (1949, cited from Happé, 1994a) originally suggested that genetic factors may 
play a part in the causation of autism. However, the influence of psychoanalytic 
theories at this time led him to suggest that autism was due to cold, refrigerated 
parenting, which led to children being emotionally damaged. However, this theory of 
the emotional causes of autism was largely abandoned in the 1960s with the 
introduction of more rigorous scientific studies (Wing, 1997b).
The aetiology of autism is still unclear, despite ongoing research in a number of fields 
(Fisher et a l, 1999). One of the difficulties in research in this area is the vast 
heterogeneity of autism that make well-controlled studies difficult (Fisher et a l,
1999). However, there is accumulating evidence to suggest genetic, neurobiological 
and cognitive factors all play a role in the aetiology of autism (Bailey et a l, 1996). 
These areas will be considered in turn, with most discussion given to cognitive 
theories and the psychological research in this area. This essay will not try to cover all 
the genetic and neurobiological findings due to their complexities and reviews will be 
used to summarise the major research findings.
Genetic Findings
Several research findings support the hypothesis that there is a genetic basis for 
autism. Evidence for a genetic basis includes family and twin studies, associations
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with genetic disorders or infectious diseases and genetic linkage studies identifying 
possible genetic markers (Trottier, Srivastava, & Walker, 1999). It has been suggested 
that a large number of genes could be involved in the aetiology of autism (Folstein, 
Bisson, Santangelo, & Piven, 1998).
Neurobiological Findings
Research has been carried out at a number of levels in this area including: 
neuroanatomical studies, neuroimaging studies, post-mortem studies, 
neurophysiological studies and neurochemical studies (Bailey et a l, 1996). Within the 
area of neurochemistry, a number of systems have been implicated in the aetiology of 
autism. These include serotonin, dopamine and opioid peptides (Fisher et a l, 1999). 
Neuroimaging studies have suggested that there are abnormalities in the cerebellum, 
the temporal lobe, corpus callosum, frontal lobe and association cortex (Deb & 
Thompson, 1998). Abnormalities in cellular histology have also been reported (Bailey, 
Luthert, Dean, Harding, Janota, Montgomery, Rutter, & Lantos, 1998).
The above research has focused on the “autism brain”, whilst another set of research 
has focused on the “autism mind” (Bailey et a l, 1996). This area is often referred to as 
cognitive or psychological theories and is described below.
Cognitive Theories
Cognitive theories seek to make connections between neurobiological theories and 
behaviour symptoms (Happé & Frith, 1996). There are a number of cognitive theories 
that attempt to account for the triad of impairments in autism. This essay will describe 
just three of these theories: theory of mind (ToM), weak central coherence (WCC) and 
executive dysfunction (ED).
The Theory of Mind Hvpothesis
The ToM hypothesis proposes a single cognitive deficit (a mentalising deficit, or a 
lack of a theory of mind) can account for the triad of impairments in autism and 
provide a potential link to specific brain abnormalities (Frith, 1998).
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Leslie (1987) in his ‘Metarepresentational Theory’ proposed a cognitive deficit 
underlies the ability to pretend, conceive mental states and represent thoughts, feelings 
and beliefs about the world. This ability is called ‘mentalising’. It is hypothesised that 
there is a primitive mechanism called the ‘decoupling’ mechanism or ‘theory of mind 
module’ that emerges at the end of infancy and allows the child to have a system of 
internal representations called metarepresentations. This module accounts for the 
emergence of mentalising. An important implication of this theory is that there could 
be a neurodevelopmental disorder that effects the ToM module in children with 
autism, therefore not allowing them to form metarepresentations and therefore 
affecting their ability to show pretence or understand other’s mental states.
Evaluation of the ToM Hypothesis
At a behavioural level there is evidence that children with autism show a lack of 
pretend play (Baron-Cohen, 1987) and generally fail theory of mind tests (Baron- 
Cohen, Leslie, & Frith, 1985). This would be expected because of an inability to 
mentalise (Frith, 1998). At the biological level there is some initial evidence to 
indicate that mentalising has a biological basis. Happé, Ehlers, Fletcher, Frith, 
Johansson, Gillberg, Dolan, Frackowiak and Frith (1996) carried out PET scans with 
volunteers reading stories that involved mentalising. Normal volunteers were 
compared to those with Asperger’s Syndrome. The control group activated a 
circumscribed region of the left medial frontal cortex with the mentalising tasks, 
whilst those with Asperger’s Syndrome activated a neighbouring region. The groups 
did not differ on non-mentalising tasks. Frith (1998) suggests this finding could 
indicate the possibility of a neural basis for mentalising.
One of the major limitations of the ToM account is its apparent inability to account for 
non-social aspects of autism such as a restricted repertoire of interests, obsessive 
desire for sameness and islets of ability (Frith, 1998). This has lead to the 
consideration that these features of autism may be accounted for by a more general 
cognitive explanation called the central coherence theory (Frith, 1989; Frith & Happé, 
1994; Happé, 1994a).
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The Weak Central Coherence Theory
Frith and Happé (1994) proposed that normally we have a strong tendency to interpret 
stimuli in a global way, taking account of the context and using this to construct 
meaning from diverse and complex stimuli. However, in autism there is a tendency to 
process information piece by piece rather than in context. It is suggested that 
individuals with autism have a weak central coherence, a particular type of cognitive 
style, in which the individual is not constrained by the context in which stimuli is 
presented when interpreting information, unlike normal individuals (Happé, 1994a).
Evaluation of the Weak Central Coherence Theory
On the basis of this theory Frith (1989) predicted that individuals with autism would 
be good at tasks requiring attention to local information but poorer on tasks requiring 
the recognition of global meaning. Shah and Frith (1993) found evidence to support 
this prediction. They found children with autism showed superior performance in 
comparison to control groups on tests of Block Design, which appeared to be because 
they had a greater ability to segment the design and see parts over wholes, thereby 
resisting the design’s ‘gestalt’ qualities.
The WCC theory appears to be able to explain islets of ability in areas where weak 
coherence is beneficial (Frith, 1998). It could also account for social impairments 
because an understanding of verbal and non-verbal information relies on processing 
that information in context (Bailey et a l, 1996). However, it has difficulties 
accounting for resistance to change and language impairments (Bailey et a l, 1996).
Possible Links Between Theory of Mind and Central Coherence 
Happé (1994b) found WCC appeared to characterise individuals with autism at all 
ToM levels. This went against Frith’s (1989) initial suggestion that a WCC alone 
could account for mentalising impairments. Happé (1994a) suggested that there could 
be two different cognitive characteristics underlying autism: a modular system that 
processes mental state information (ToM) and a cognitive style (WCC) that represents 
the way information is processed. A fiirther possibility is that there may be an 
interaction between a ToM deficit and a WCC cognitive style (Frith, 1998). The
PsychD in Clinical Psychology 38
People with Learning Disabilities Essay
complexities of autism suggest a single cognitive deficit is too simplistic and even an 
interactionalist account may not be enough to account for autism (Frith, 1998). A 
further perspective is provided by the Executive Dysfiinction hypothesis (Russell, 
1997).
Executive Dysfunction Hvpothesis
‘Executive functions’ is an umbrella term used to refer to the cognitive processes 
involved in the planning and execution of complex behaviour (Pennington, Rogers, 
Bennetto, McMahon, Griffith, Reed, & Shyu, 1997). They include the abilities to 
disengage from the external context, inhibit inappropriate responses, plan and generate 
sequences of willed actions, sustain an appropriate cognitive set for staying on task, 
monitor performance and make use of feedback and flexibly shift attentional set 
(Bailey et a l, 1996). Executive dysfunction is a disruption in the planning and 
execution of complex behaviour due to limitations in working memory or a specific 
inhibitory effect (Pennington et a l, 1997). The ED hypothesis in autism suggests there 
is a severe, early disruption in the planning of complex behaviour due to a severe 
deficit in working memory. This deficit occurs early in development and therefore 
disrupts the planning of behaviour and the acquisition of concepts that require the 
integration of information within a context and across time (Pennington et a l, 1997).
Evaluation of the Executive Dysfunction Hypothesis
There is some evidence to support the ED hypothesis. For example, individuals with 
autism have been found to have difficulties in planning and organisation and changing 
to a new cognitive set (Ozonoff, Pennington, & Rogers, 1991). The ED hypothesis 
appears able to explain repetitive behaviours and restricted interests, as these would 
not be inhibited by a working memory representation (Pennington et a l, 1997). 
However, it has more difficulty explaining language and social impairments, where 
the causal links are less clear (Bailey et a l, 1996).
Possible Links Between Executive Dysfunction and Theory of Mind
It is hypothesised that the integration of information disrupted in autism by ED is
required for a recognition of intentions in oneself and others, which underlies a ToM
PsychD in Clinical Psychology 39
People with Learning Disabilities Essay
(Pennington et a l, 1997). Russell (1997) suggests that early ED can affect the 
acquisition of a ToM and therefore the ED hypothesis could also account for deficits 
in imitation, joint attention and symbolic play. However, there is also an argument that 
causality could be in the opposite direction (Carruthers, 1996, cited from Russell,
1997). A further possibility is that the deficits could exist independently (Bailey et a l, 
1996).
Levels of Explanation: An Aetiological Model Of Autism
The above discussion has outlined genetic, neurobiological and cognitive theories of 
the aetiology of autism. There appears to be some evidence at each level for different 
abnormalities or deficits, which implies all these levels may play a role in the 
aetiology of autism. Figure 1 shows a causal model for the theory of mind account of 
autism (Frith, 1992; Frith, Morton, & Leslie, 1991) that attempts to integrate evidence 
at three levels of explanation: the biological, the cognitive and the behavioural. Frith 
et a l (1991) suggest that if the mentalising deficit is discovered not to be correct 
another cognitive deficit could also fit this model. This is just one possible aetiological 
model. Bailey et a l (1996) suggest it is also feasible that autism has one biological 
cause leading to a range of cognitive deficits and behavioural manifestations.
However, currently, the links between the cognitive theories remain uncertain (Happé 
& Frith, 1996).
Conclusions and Future Directions For Aetiological Models
It does not appear that any one aetiological theory can account for all the features of 
ASD but an integration of theories into a levels of explanation model may be more 
appropriate (Bailey et a l, 1996). However, despite research at a number of levels, 
research has tended to remain separate. There have been speculations about how these 
different levels may be integrated but there has been little research that has attempted 
to investigate this (Bailey et a l, 1996). It is hoped that advances in technology such as 
functional brain imaging will provide a method to relate brain function and cognitive 
and psychological performance (Rutter, 1999).
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Figure 1 - A Causal Model of the Theorv of Mind Account of Autism (Frith, 
1992; Frith. Morton. & Leslie, 1991)
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This discussion leads to further questions: what are the implications for interventions 
derived from aetiological models of autism and to what extent have these models 
guided intervention practices? These issues will now be discussed.
Intervention Practices with ASP
There is a vast array of interventions available for individuals with ASD. In a review 
Howlin (1997) discussed twenty-six different interventions and many others also exist. 
This essay cannot review all interventions available but will use the levels of 
explanation model to discuss interventions related to biological, cognitive and 
behavioural levels, so that the links between interventions and aetiology are more 
apparent.
The Biological Level - Pharmacological Treatments
Although medication is generally not the treatment of choice for individuals with ASD 
in Europe, a wide variety of medication is used with ASD in the USA (Howlin, 1997). 
The use of these drugs are generally related to the proposed disruption in the 
neurochemistry of the brain within ASD, although many are prescribed to target 
specific behaviour problems (Howlin, 1997). Overall, there have been few adequate 
investigations into the use of these drugs and reviews have shown no drug can produce 
major behaviour improvements although some drugs have been able to produce 
improvements in specific symptoms (Campbell, Schopler, Cueva, & Hallin, 1996).
The Cognitive Level - Social Skills Training
There have been a number of interventions aimed at teaching individuals with ASD 
social skills (Ozonoff & Miller, 1995). More recently, there have been specific 
attempts to teach individuals with ASD a theory of mind. These interventions appear 
to be motivated by the ToM hypothesis. Ozonoff and Miller (1995) examined the 
effectiveness of a social skills training programme that included systematic and 
explicit instruction in the social-cognitive principles needed to infer metal states to 
others. They found the treatment group showed improved performance on false beliefs 
tasks in relation to a control group. However, these effects did not appear to generalise 
to real life as teacher and parent ratings regarding social competence did not change
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following treatment. Swettenham (1996) suggested this maybe a consequence of 
WCC.
The Behavioural Level - Early Intervention and Educational Programmes 
There have been a number of interventions that are aimed at the behavioural 
manifestations of autism. These appear to be largely based on behavioural principles 
and procedures. One of the best known interventions is the UCLA Young Autism 
Project, an intensive and early behavioural intervention with children with autism 
(Lovaas, 1987; Smith & Lovaas, 1998). Intervention is based on forty hours per week 
of instruction for two to three years and focuses on shaping behaviours through 
functional positive reinforcement, ignoring negative behaviours, shaping alternative 
behaviours and discrimination learning (Smith & Lovaas, 1998). There have been a 
number of positive outcomes reported including an increase of scores on intellectual 
and adaptive functioning tests (Lovaas, 1987). There has been some replication of 
these findings, however, all of the studies contain some methodological flaws, limiting 
the conclusions drawn (Smith, 1999).
There are also a number of educational interventions based on teaching approaches 
utilising behaviour modification techniques. One such approach is the Treatment and 
Education of Autistic and related Communication handicapped Children (TEACCH; 
Schopler & Reichler, 1971, cited from Ozonoff & Cathcart, 1998). The programme 
involves twenty-five hours per week of intervention designed to accommodate the 
strengths and weaknesses of children with autism. This was initially carried out in 
classrooms at individual workstations but it now includes home programmes as well.
A number of studies suggest this programme is an effective intervention, with children 
showing improvements in motor skills, non-verbal conceptual skills and imitation (for 
example, Ozonoff & Cathcart, 1998). However, there are methodological limitations 
to these studies limiting the conclusions drawn (Smith, 1999).
Other Interventions
There is a wide range of other interventions available to those with an ASD. These 
include auditory integration training, holding therapy, facilitated communication, daily
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life therapy and sensory integration therapy (Howlin, 1997). There is not enough scope 
in this essay to review them all, but the empirical and theoretical bases for some of 
these interventions appears questionable (Harris, 1998). Generally, there is little 
evidence of a cure for ASD but interventions that provide structured education and 
management, particularly in the early years of life and also involve the family, appear 
to be the most beneficial (Howlin, 1997).
Theory-Practice Links Within the Field of ASD
There is a general acceptance of the scientist-practitioner model and evidence-based 
practice within clinical work. This implies that what is done as clinicians needs to be 
based on empirical research findings and the methods used should be effective (Rutter, 
1999). This leads to the question: how strong is the link between theory (in terms of 
aetiological models) and practice (in terms of interventions) in ASD? Considering the 
above discussion, there appears to be limits on the extent to which aetiological models 
have guided interventions. The areas where aetiological models appear to guide 
interventions to some extent is in the areas of biological causes and pharmacological 
treatments and cognitive deficits and social skills teaching. However, many of the 
interventions are aimed at the behavioural level. The absence of aetiologically based 
interventions have left much of the focus on educational programmes that focus on 
improving the quality of life for individuals with ASD, reducing secondary 
impairments and providing increased opportunities (Freeman, 1997).
It is possible that because the aetiologies of autism are not fully understood their 
influence on interventions has been restricted. The heterogeneity of ASD and no 
simple aetiology for ASD implies that there will be no single treatment that will ‘cure’ 
autism (Bailey et a l, 1996). This leads to an array of interventions available.
However, any intervention approach should be viewed as one of several available 
options and alternative treatments may prove helpful at different points in a child’s 
development (Freeman, 1997).
PsychD in Clinical Psychology 44
People with Learning Disabilities Essay
Methodological Issues
Methodological issues appear to constrain appropriate evaluation of interventions and 
treatments within ASD. Smith (1999) identifies a number of methodological problems 
with many of the current evaluations of interventions including: lack of replication, 
lack of random allocation procedures, small sample sizes, lack of control conditions 
and the need for improved assessment procedures. There is a particular lack of 
randomised controlled studies to help determine the efficacy of interventions. Rogers
(1998) argues this has both ethical and practical difficulties.
Ethical Implications
The ethical implications of using interventions without a sound empirical or 
theoretical base needs to be considered (Harris, 1998). Due to the severe and chronic 
nature of ASD many families are ‘desperately’ searching for something that will help 
their child or adolescent. However, interventions that have no theoretical basis or no 
empirical evidence for their efficacy can only serve to offer false hopes (Smith, 1999).
Future Research Directions
Bailey et a l (1996) suggest future research should focus on linking specific 
behavioural deficits to particular neurological mechanisms so there is a greater 
consideration of the links between brain-behaviour in interventions. Many treatments 
are ‘learning based interventions’ (Smith, 1999), which now need to be integrated with 
findings for biological and genetic bases of ASD. Now that a genetic basis for ASD is 
strongly implied there is a possibility that this may lead to new avenues in 
interventions (Rutter, 1999).
There have been recent reports in the media regarding the use of secretin as a potential 
treatment for ASD (Shattock, 1999). There have been anecdotal claims of drastic 
improvements in children with ASD after treatment with secretin. The efficacy of 
secretin as a treatment for autism remains to be seen in clinical trials.
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Conclusions
This essay has focused on three areas within the field of ASD: the concept of an ASD, 
aetiological models that have contributed to our understanding of autism and 
intervention practices. There are obvious overlaps in these three areas and they inform 
and interact with each other.
One of the characteristics in the area of ASD is heterogeneity. The concept of an 
autistic spectrum emphasises the many manifestations of autism (Wing, 1996a). The 
aetiology of ASD is proposed to be heterogeneous and present evidence appears to 
integrate genetic, neurobiological and cognitive levels of explanation (Bailey et a l, 
1996). Furthermore, there is a vast array of interventions reflecting different 
theoretical bases.
Although our understanding of ASD, its aetiology and interventions have developed 
considerably there is still much that it is unknown. The challenge for the future 
appears to be to integrate our levels of understanding in these different areas. Perhaps 
an integration of knowledge needs to occur to inform the field of intervention, so that 
effective interventions can be developed to help the individuals and their families 
affected by an autistic spectrum disorder.
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Introduction
Classification and diagnosis are important concepts within clinical practice. 
Classification is a means of ordering information, grouping phenomena into categories 
based on shared characteristics and providing a common language for communication 
between professionals (Cantwell & Rutter, 1994; Wieselberg, 1993). Diagnosis 
involves selecting key features of a disorder and assigning them to pre-determined 
categories. These categories are meaningful through their identifiable symptoms and 
their implications for aetiology, intervention, course and prognosis (Wieselberg,
1993). Within psychopathology, diagnostic classification systems are used to allow 
disorders to be defined and classified. Currently, there are two psychiatric 
classification systems that are most frequently used and the most influential. Firstly, 
The international classification o f diseases-10^  ^revision (ICD-10), published by the 
World Health Organisation (WHO, 1992), of which chapter five is concerned with 
psychological problems. Secondly, The diagnostic and statistical manual o f  mental 
disorders - edition (DSM-IV), published by the American Psychiatric Association 
(APA, 1994).
The purpose of classification systems can be seen to be three-fold: clinical utility, 
research facilitation and scientific understanding (Clark, Watson, & Reynolds, 1995). 
The importance of classification systems is that they provide a common set of ideas 
about the nature of disorders, which inform clinical, research and scientific practice 
(Poland, Von Eckardt, & Spaulding, 1994). Firstly, within the clinical sphere, 
classification systems should facilitate clinical practice by informing clinicians’ about 
the nature of a disorder and providing a common language through which 
professionals can communicate (Carr, 1999). Secondly, within the research field, 
classification systems should facilitate the development of epidemiological 
information about incidence and prevalence by providing common definitions of 
disorders (Carr, 1999). Thirdly, classification systems should contribute to scientific 
understanding by building up knowledge on factors such as aetiology, course, 
maintenance, effective interventions and accurate clinical descriptions (Carr, 1999). 
Both the facilitation of research and growth of scientific knowledge also have clinical
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implications and are linked to clinical practice and the planning of services (Carr, 
1999).
Both ICD-10 and DSM-IV include sections concerned with the classification of child 
and adolescent psychopathology. Within DSM-IV, this is called ‘Disorders usually 
first diagnosed in infancy, childhood, or adolescence’. Within ICD-10, this is called 
‘Behavioural and emotional disorders with onset usually occurring in childhood and 
adolescence’. The value of classification systems in child and adolescent 
psychopathology is the subject of ongoing debates both in relation to research and 
clinical practice (Cantwell, 1996).
This essay will focus on the utility of classification systems in particular relation to 
clinical practice. In order to discuss the issues in a clinically relevant way, conduct 
disorder (CD) in childhood will be used as a particular example. To put the issues in 
context, the essay will begin by briefly focusing on the nature of the current diagnostic 
classification systems. It will then attempt to define some criteria that will be used to 
discuss whether diagnostic classification systems have clinical utility. The essay will 
then discuss CD in childhood and describe the nature of the disorder and theories of 
aetiology. The essay will then aim to discuss some of the issues, arguments and 
evidence both for and against the clinical utility of diagnostic classification systems, in 
particular relation to CD in childhood. Finally, the essay will aim to conclude with a 
discussion on the practical and ethical considerations of using classification systems in 
clinical practice.
Diagnostic Classification Systems
It should be acknowledged that there are a number of classification systems available. 
However, this essay will focus on the ICD and DSM systems as they remain a 
common language for mental health professionals to communicate about disorders and 
have research linked to them (Richters & Cicchetti, 1993a). The current diagnostic 
classification systems of ICD-10 and DSM-IV have a number of important 
characteristics.
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Firstly, both systems are multi-axial and each contains five axis. Within DSM-IV, 
these axis are labelled clinical disorders, personality disorders and mental retardation, 
general medical conditions, psychosocial and environmental problems and global 
assessment of functioning (APA, 1994). Within ICD-10, the axis are called clinical 
psychiatric syndromes, specific delays in development, intellectual level, medical 
conditions and global assessment of functioning (WHO, 1992). These axis allow 
complex information to be coded without the oversimplification of single-axis 
category systems and convey the complexity of a disorder (Carr, 1999; Wieselberg,
1993).
Secondly, DSM-IV and ICD-10 use a categorical approach to classification or 
diagnosis. The diagnoses on Axis 1 are categorical in nature, however, psychosocial 
stress and global functioning axes are dimensional (Sonuga-Barke, 1998). The 
categorical approach means that clients either meet or do not meet the criteria for a 
diagnosis (Clark e ta l,  1995).
Thirdly, axis 1 is hierarchical. It contains a few broad band categories which subsume 
many narrow broad band categories (Carr, 1999). Diagnostic categories are defined 
atheoretically and are based on phenomenological principles, based on observable 
clusters of symptoms, with the aim of increasing reliability (Carr, 1999). There is an 
emphasis on observable or reported clinical features needed for a diagnosis rather than 
focusing on underlying causal mechanisms (Clark et a l, 1995). Within both ICD-10 
and DSM-IV, axis 1 contains similar major groupings of disorders. Within child and 
adolescent psychopathology there are three major groupings: hyperkinetic and 
attention deficit disorder, CD and emotional/anxiety disorders (APA, 1994; WHO, 
1992).
Fourthly, both DSM and ICD classification systems are based on a medical model of 
psychological difficulties. This medical model means that most disturbances are 
assumed to be caused by an underlying mental disorder or underlying dysfunction 
within the individual (Richters & Cicchetti, 1993b). This may mean it is incompatible
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and less acceptable to clinicians who work within different frameworks such as the 
cognitive-behavioural, psychodynamic and systemic models (Carr, 1999).
In order to discuss whether a classification system as described above, has utility in 
clinical practice, clinical utility needs to be defined.
Defining Clinical Utility
The purpose of a classification system is to provide information about aetiology, 
course, prognosis and intervention response for the disorders defined to the clinician 
(Sanford, Boyle, Szatmari, Offord, Jamieson, & Spinner, 1999). In order to discuss 
and evaluate whether diagnostic classification systems have utility in relation to 
clinical practice, a set of criteria need to be made explicit on which discussion and 
evaluation can be made. Clinical utility will be defined here as the “different practical 
facets of a classification system that are integral to the actual usage of a taxonomy by 
clinicians” (Mattison & Hooper, 1992). Essentially it is referring to the practical value 
and usefulness of the classification system to clinicians in clinical settings.
The following criteria have been suggested as important for a classification system if it 
is to have clinical utility (Mattison & Hooper, 1992; Sanford et a l,  1999). Firstly, it 
needs to be reliable in order for it to be used similarly by clinicians in a variety of 
settings. Secondly, the categories and diagnostic criteria need to be valid. There should 
be adequate coverage of disorders encountered in clinical practice but it should also 
not be too over or under inclusive. Finally, to be clinically usefiil the diagnostic 
criteria need to be clear and accompanying information relevant and current, to be able 
to inform clinical practice. The coding process should be unambiguous and easy to 
use. Issues within these areas will be focused on in relation to the classification and 
diagnosis of CD in childhood. However, to put this discussion in a meaningful 
context, the nature of CD will be described.
The Nature of Conduct Disorder in Childhood
CD can be defined as “a pattern of antisocial behaviour, where there is significant 
impairment in everyday functioning ... or when the behaviours are regarded as
PsychD in Clinical Psychology 58
Child and Adolescent Essay
unmanageable by significant others” (Kazdin, 1987). Conduct problems are the most 
common type of referral to child and family clinics, constituting a third to a half of all 
clinic referrals (Kazdin, 1995). CD has a significant impact on the lives of the 
individuals affected, their families, communities and societies (Fehon, Becker, Grilo, 
Walker, Levy, Edell, & McGlashan, 1997).
Classification and Diagnosis
DSM-IV defines CD as “a repetitive and persistent pattern of behaviour in which the 
basic rights of others or major age-appropriate societal norms or rules are violated” 
(APA, 1994). For a diagnosis of CD there needs to be a presence of three or more of 
the specified criterion behaviours in the past twelve months, with at least one present 
in the past six months. There are fifteen behaviour criterion which are grouped under 
four headings: aggression to people or animals, destruction of property, deceitfulness 
and theft and serious violation of rules. There also needs to be a disturbance in 
behaviour that causes clinically significant impairments in social, academic or 
occupational functioning.
ICD-10 defines CD as “a repetitive and persistent pattern of dissocial, aggressive or 
defiant conduct. Such behaviour, when at its most extreme for the individual, should 
amount to major violations of age-appropriate social expectations, and is therefore 
more severe than ordinary child’s mischief or adolescent rebelliousness” (WHO,
1992). ICD-10 specifies twenty-three criterion behaviours on which the diagnosis is 
based. For the more serious behaviours, for example, using a weapon to cause physical 
harm to others and deliberate fire-setting, they only have to occur once for the criterion 
to be reached but isolated anti-social acts are not sufficient for a diagnosis (Carr,
1999). Exclusion criteria include other conditions such as schizophrenia, depression or 
hyperkinetic disorder. The duration of behaviours has to be six months or more for a 
diagnosis.
Other Related Disorders
ICD-10 includes Oppositional Defiant Disorder (ODD) as a sub-category of CD, 
whereas DSM-IV includes ODD as a separate category. The main clinical features of
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CD and ODD are similar. They both contain persistent patterns of antisocial 
behaviour, defiance of authority and aggression. However, they differ in terms of 
pervasiveness (Carr, 1999). ODD is circumscribed and patterns of behaviour are 
confined to the home, whereas for CD the pattern of behaviour is more pervasive and 
is exhibited in a range of settings including school, community, home (Kazdin, 1995). 
There is some evidence that ODD may be a developmental precursor to CD (Kazdin, 
1995). ICD-10 also has a category of mixed disorders of conduct and emotion, in 
which the criteria for CD and emotional disorders of childhood must be met for 
diagnosis. This category includes depressive CD (WHO, 1992).
Subtvpes
Subtyping of CD has been used in the hope of achieving greater homogeneity of 
outcome, intervention response, developmental trajectory and aetiology within 
subtypes (Waldman, Lilienfield, & Lahey, 1995). DSM-IV and ICD-10 take different 
approaches in sub-typing CD, however, both make distinctions between age, onset, 
pervasiveness and severity (Carr, 1999). DSM-IV differentiates childhood-onset, 
adolescent-onset and unspecified-onset. ICD-10 also specifies childhood and 
adolescent-onset. In both classification systems, childhood-onset refers to an onset 
before the age of ten years. This subtyping was encouraged by the finding that 
childhood and adolescent onset CD have different correlates, suggesting different 
causal pathways (Sanford et a l, 1999). DSM-IV and ICD-10 both specify mild, 
moderate and severe severity types. ICD-10 also has diagnostic criteria for CD 
confined to the family context, unsocialised and socialised CD. Socialised CD refers 
to anti-social or aggressive behaviour occurring in individuals who are well-integrated 
in their peer group. Unsocialised CD refers to cases where anti-social or aggressive 
behaviour occurs with significant pervasive abnormalities in peer relationships (WHO, 
1992).
Epidemiology
Prevalence rates for CD and ODD vary from 4 -14 %, depending on the criteria 
employed and the population studied (Cohen, Kasen, Velez, Hartmark, Johnson,
Rojas, Brook, & Struning, 1993). Cohen et a l (1987) found prevalence rates of 8.3%
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in children aged four to eleven and 14% in adolescents aged 12-16. In children aged 
four to eleven there were male to female ratios of 3.5 male:l female, whilst for 
adolescents aged 12-16, ratios were 2.5 male:l female. Although rates of CD declined 
for boys as they got older they did not for girls (Cohen et a l, 1993). There is also 
some evidence that ethnicity and cultural factors influence the prevalence of CD 
within different ethnic groups and cultures (Atkins, McKeman McKay, Talbott, & 
Arvanitis, 1996).
Comorbiditv
Studies have shown that CD has high rates of comorbidity with a range of other 
disorders, in particular Attention Deficit Hyperactivity Disorder (ADHD), ODD and 
internalising disorders (Stahl & Clarizio, 1999). Comorbidity rates for CD and ADHD 
have been found to be 23.3% in community populations and higher in clinic 
populations. CD and major depression have comorbidity rates of 16.9% and CD and 
anxiety have comorbidity rates of 14.8% in community populations and higher in 
clinic populations (Carr, 1999).
Theories of Aetiology
There are a wide range of aetiological theories for CD including biological, 
psychodynamic, cognitiye, systemic and social learning theories. Only one social 
learning theory will be focused on here as this appears to haye had a large impact on 
the deyelopment of interventions. This theory is coercive family process theory or 
coercion hypothesis (Patterson, 1982). This hypothesises that children learn to escape 
or avoid parental criticism by escalating negative behaviours, such as temper tantrums 
or defiance, which leads to increasing negative responses from parents such as 
shouting or hitting the child. Over time this ‘coercive training’ increases in rate and 
intensity of both parent and child behaviour escalates. Both parent and child receive 
negative reinforcement for their behaviour and in addition the child also experiences 
modelling of anti-social behaviour from observing their parents behaviour. Parents 
may also positively reinforce their child’s behaviour by only paying attention to them 
when they are behaving badly and ignoring them when they are behaving 
appropriately.
PsychD in Clinical Psychology 61
Child and Adolescent Essay
Intervention
A range of interventions have been used with children with CD and their families. 
Interventions can be family or parent focused, child-focused or community-focused 
(Webster-Stratton & Herbert, 1994). There has been much research evaluating the 
usefulness and effectiveness of parent-training methods and these also appear to have 
the most promising results (Webster-Stratton & Herbert, 1994). Parent-training is 
based partly on the coercive hypothesis described above and aims to teach parents 
appropriate positive reinforcement, appropriate discipline methods and other parental 
management skills. Multi-modal programmes appear to be the most effective 
intervention packages involving child-training, family-training and school liaison 
(Kazdin, 1997).
Prognosis
Poor outcomes have generally been associated with CD. Most interventions have been 
found to have little sustained positive impact (Kazdin, 1997) and early conduct 
problems have been found to be associated with later-life aggressive and anti-social 
problems and other severe problems such as crime and substance abuse (Kazdin,
1987). Partly for this reason, prevention of conduct problems are thought to be 
important. There has been some research on the use of community based programmes 
aimed at “at risk” families using parent training methods (Cunningham, Bremner, & 
Boyle, 1995).
Having discussed the nature of diagnostic classification systems used in clinical 
practice and the nature of CD, this leads to the question: do diagnostic classification 
systems have utility in relation to clinical practice when working with children with 
CD and their families? In order to try and answer this question a range of issues will 
be discussed.
Reliability of Diagnosis
In order for classification systems to have clinical utility they need to have reliability, 
so they can facilitate a common language between professionals and enable clinicians 
to use the system similarly in a variety of settings. There are two types of reliability
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that can be examined: inter-rater and test-retest. Inter-rater reliability means that an 
individual case will be assigned to the same category by two different assessors 
(Sanford et a l 1999). Test-retest reliability means that an individual case will be 
assigned to the same category at two separate points in time (Sanford et a l, 1999).
Reliability of ODD and CD diagnoses were assessed in three ways in the DSM-IV 
field trials (Lahey, Applegate, Barkley, Garfinkel, McBumett, Kerdyk, Greenhill, 
Hynd, Frick, Newcom, Biederman, Ollendick, Hart, Perez, Waldman, & Shaffer,
1994). Agreement between parents and therapists on Children’s Global Assessment 
Scale scores, agreement between clinicians’ independent diagnoses and clinicians’ 
test-retest reliability were examined. Agreement between clinicians on diagnoses of 
CD had a mean kappa reliability coefficient of 0.53 (recommended satisfactory level is 
0.70), for test-retest reliability the results were higher (kappa 0.63). Agreement for 
ODD was lower (kappa 0.59) and test-retest reliability was even lower (kappa 0.54). 
Inter-rater and test-retest reliability were therefore found to be below the satisfactory 
level.
Within clinical practice, inter-rater reliability has also been found to be problematic. 
Hodges, Cools, & McKnew (1989) asked clinicians to make diagnoses using 
structured interviews and diagnostic criteria. They found CD had a mean kappa 
reliability coefficient of 0.62.
The clinical implications of having less than satisfactory inter-rater and test-retest 
reliability is that there may be a lack of agreement between clinicians and lack of 
stability in making diagnoses by a clinician over time, influencing the common 
language classification systems aim to promote. Low reliability may also imply that 
the criteria can be influenced by subjective impressions and therefore should be used 
with caution (Atkins et a l, 1996). It appears whether a child is classified as having CD 
may depend on how and when a child is assessed (Herbert, 1998). Cantwell, 
Lewinsohn, Rohde and Seeley (1997) found there was an excellent rate of agreement 
between adolescent and parent report in diagnosing CD. There appeared to be clear 
advantages for combining adolescent and parent reporting when assessing for
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externalising behaviours. The use of multiple informants to validate impressions and 
increase reliability are recommended (Atkins et a l, 1996).
Coverage of Disorders
One of the criticisms of classification systems is that there has been a narrowing of 
definitions of disorders in order to improve reliability and within category 
heterogeneity (Carr, 1999). However, this may lead to problems with coverage of 
cases and some cases typically referred to clinics and services may not be able to be 
classified into the clearly defined categories using classification systems (Carr, 1999). 
One of the criticisms of the diagnostic criteria for CD is that the list of behaviours 
used to determine diagnosis have a narrow scope and mainly consist of behaviours that 
are severe enough to reflect illegal activities, such as fire-setting or stealing 
(Wieselberg, 1993). Therefore this may exclude those who have conduct problems 
which are not as severe. This has implications for children being undetected or 
untreated who still have difficulties.
Co-Morbiditv
Co-morbidity is the simultaneous occurrence of two or more unrelated conditions 
(Caron & Rutter, 1991). This co-occurrence should be greater than that expected by 
chance in an appropriate control group (Rutter, 1994). Co-morbidity is important to be 
aware of in clinical practice because it can alter the prognosis and course of disorders 
(Wiesleberg, 1993). It can be argued that it cannot be assumed that a disorder is the 
same regardless of the presence and absence of other disorders (Caron & Rutter,
1991). Therefore where two disorders consistently occur together a third diagnostic 
category may be needed to represent the co-morbid disorder (Stahl & Clarizio, 1999).
Comorbidity is common among children with CD (Caron & Rutter, 1991). 
Comorbidity is addressed to some extent in ICD-10 with the inclusion of the sub­
categories hyperkinetic CD and depressive CD (WHO, 1992). Faraone, Biederman, 
Jetton and Tsuang (1997) found evidence for the validity of hyperkinetic CD in ICD- 
10. They found ADHD and CD appeared to be aetiologically distinct from ADHD 
without CD, in terms of familial association and transmission, suggesting ADHD with
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CD is a distinct subtype or possibly even a distinct disorder. However, there are 
fiirther complexities in that cormorbidity of CD and ADHD has been found to show 
significant differences in relation to ADHD subtypes (Lalonde, Turgary, & Hudson,
1998).
Diagnostic systems do not appear to take account of other possible co-morbid 
conditions with CD. Fehon et a l (1997) studied comorbidity with a population of 
hospitalised adolescents with CD. They found CD was significantly co-morbid with 
substance abuse disorders and suggest this would have important intervention 
implications. CD has also been found to be associated with neurodevelopmental 
problems and learning disabilities which would also have implications for course, 
prognosis and intervention (Moffitt, 1993).
The identification of co-morbid disorders is important in clinical practice. Co­
morbidity is important to consider when assessing the needs of an individual and an 
understanding of co-morbidities is essential in selecting the appropriate intervention 
programme (Kershaw & Sonuga-Barke, 1998). For example, a child with both CD and 
depression, may require a range of intervention choices to treat both the externalising 
and internalising problems. It also raises questions regarding the primary target for 
intervention (Stahl & Clarizio, 1999). Suicide risks have been found to increase with 
co-morbid CD and depression (Clarizio, 1994). Co-morbid disorders with disruptive 
behavioural disorders have also been found to be linked with significant academic 
difficulties (Lewinsohn, Rohde, & Seeley, 1995). Fergusson, Horwood, & Lynskey, 
(1994) found children with co-morbidity could be distinguished from non-comorbid 
children in terms of social and marital disadvantage, parent criminality, impaired 
parenting and family instability. Therefore the detection of comorbidity appears to be 
essential for effective intervention. A classification system needs to be able to 
facilitate this detection, which currently it does not appear to be doing fully.
Validity
Robins and Guze (1970, cited from Waldman et a l, 1995) suggest a valid diagnosis 
must accomplish five things: describe the clinical syndrome, predict diagnosed
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individuals’ performances on laboratory and psychometric measures, predict 
diagnosed individuals’ natural histories (course and outcome), predict diagnosed 
individuals’ family histories of psychiatric syndrome and differentiate the diagnosis 
from other psychiatric diagnoses. In addition Waldman et a l (1995) suggest it should 
also predict responses to intervention.
Validity refers to there being “true” differences between categories, even across 
different samples (Sanford et a l 1999). Categories should be phenomenologically 
discrete and correlates, natural history and response to intervention should be specific 
to the disorder (Cantwell, 1996). This can be tested in two ways: internal and external 
validity. If a classification provides valid information about clinical course or 
intervention response for a disorder then it will also be clinically useful (Sanford et al, 
1999).
Internal Validitv
Some research has attempted to identify the internal validity of the classification of 
CD. This attempts to discover whether there is independence between disorders. 
Symptom internal validity requires that each symptom is significantly more strongly 
correlated with its own disorder than with others disorders (Bums, Walsh, Owen, & 
Snell, 1997). Bums, Walsh, Owen et a l (1997) found that all the overt conduct 
symptoms in DSM-IV showed intemal validity, except “bullies others” which was 
more strongly related to ODD, when using teacher ratings. However, Bums, Walsh, 
Patterson, Holte, Sommers-Flanagan and Parker (1997) found the CD symptoms on 
DSM-III-R “cmelty to animals”, “lies” and “skips school” did not show discriminant 
validity, when using parent ratings. They also found poor discriminant validity 
between hyperactivity/impulsivity symptoms of ADHD and ODD symptoms, which 
suggest difficulty in establishing extemal validity for ODD and ADHD.
Extemal Validitv
Differential validity can be established by determining the differential association of 
categories to extemal criteria such as age trends, sex ratios, risk factors, response to
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intervention or course (Cantwell & Rutter, 1994). This evaluates how valid the 
differentiation of categories are.
Steinhausen and Reizle (1996) examined the differential validity of three diagnostic 
groups: emotional disorders, CD and mixed disorders of conduct and emotion. They 
found children with mixed disorders shared many characteristics with children with 
CD, including age at referral, sex ratio and family background variables. They 
concluded mixed disorders of conduct and emotion could be seen to be a sub-group of 
CD and there was little evidence of its validity as a separate sub-category within ICD- 
10.
Validitv of Subtvnes Based on Age of Onset
There appears to be agreement that children and adolescents who engage in anti-social 
behaviour are not a homogenous group (Kazdin, 1995). The authors of classification 
systems appear to respond to this by introducing subtypes that are more homogenous 
(Lahey, Loeber, Quay, Applegate, Shaffer, Waldman, Hart, McBumett, Frick, Jensen, 
Dulcan, Canino, & Bird et a l, 1998). Lahey, Waldman and McBumett (1999) 
examined the validity of age of onset subtypes of CD in DSM-IV. They found those 
who met the criteria for DSM-IV childhood-onset exhibited more aggressive 
behaviour than those who met the criteria for adolescent-onset. A ‘curvilinear’ 
relationship was found between age of onset and number of aggressive behaviours 
which suggested a natural dichotomy existed between child-onset and adolescent- 
onset CD, with changes in aggression occurring around aged ten. They concluded that 
this finding supported the validity of DSM-IV age of onset subtypes. However, this 
relationship only appeared true for overt CD behaviours and there was no relationship 
for non-aggressive behaviours and age of onset.
This finding has important clinical implications, particularly in regard to assessment. It 
suggests it is important to distinguish between age of onset for CD because this is not 
a homogenous group. In using subtyping and reducing heterogeneity this may improve 
intervention planning and prognoses (Lahey et a l, 1998). Both age of onset (Loeber,
1988) and level of aggression (Loeber, 1982) have been found to be the best predictors
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of persistent anti-social behaviour into adulthood, therefore subtyping on either of 
these variables may facilitate prognosis (Lahey et a l, 1998). Focusing on age of onset 
may also facilitate a developmental perspective which is important in the assessment 
of children (Lahey et a l, 1998).
Further empirical support for subtyping CD by age of onset comes from studies which 
have found childhood onset to be a significant predictor of poor outcome indicting 
separate pathways and outcomes (Tolan & Thomas, 1995). Childhood-onset CD 
appears to indicate greater chronicity, severity of symptoms and poorer prognosis 
(Hinshaw, Lahey, & Hartr, 1993). However, there have also been potential problems 
found with the age of onset subtypes. In a longitudinal study over three years, Sanford 
et a l (1999) found that reliability of age of onset report was low using test-retest 
reliability (kappa 0.1 for adolescent reports to 0.4 for parental reports). They also 
found that age of onset had no predictive validity. Age of onset did not provide useful 
prognostic information and effects appeared to occur mainly as a result of differing 
baseline symptom levels, which disappeared in the first year.
This questions the clinical validity of age of onset subtypes. For subtypes to be valid 
they should provide usefiil information about prognosis and intervention, as evidenced 
in longitudinal data (Sanford et a l, 1999). They suggest until future research shows 
that age of onset subtyping shows value in intervention planning it should not be used 
in clinical settings to decide upon interventions. Cross-sectional studies have shown 
that key aspects of CD are related to age of onset. Lahey, Goodman, Waldman, Bird, 
Canino, Jensen, Reiger, Leaf, Gordon and Applegate (1999) found children with 
earlier onset (childhood-onset) were more likely to engage in several types of physical 
aggression, frequent lying, theft and vandalism and less likely to engage in truancy.
Validitv of ODD as a Discrete Disorder
There is mixed evidence for the validity of ODD and CD being separate disorders. 
ODD and CD have been found to have similar family correlates (Loeber, Lahey, & 
Thomas, 1991). However, adolescent-onset CD shows little continuity with behaviour 
in childhood (Lahey, Loeber, Quay, Frick, & Grimm, 1992). ODD has also been found
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to overlap with ADHD and not just CD (Bums, Walsh, Owen et al,, 1997). DSM-IV 
and ICD-10 have moved away from sub-typing on the basis of aggression (Lahey et 
a l, 1998). However, the distinction between aggressive (overt) and non-aggressive 
(covert) behaviours in CD still appear important because they may indicate different 
course and prognoses (Kazdin, 1987).
Individualistic Versus Systemic Approaches
DSM and ICD systems are based on individualistic models. This may not allow for the 
interactional context within which most childhood problems are set (Carr, 1999). 
Although these may be placed on other axes it is unknown whether clinicians use all 
axes or just axis 1 with the diagnostic categories (Carr, 1999). Information regarding 
relationship and systems around the child is important in the planning of interventions 
and the effectiveness of any intervention used (Carr, 1999).
There is evidence that CD is not just due to individual factors within the child but the 
surrounding systems also have an impact on the presence or absence of CD. In DSM a 
diagnosis of CD is given when a child engages in three or more of the criterion 
antisocial behaviours from aged 13 for six months or more. However, Richters and 
Cicchetti (1993b) argue that DSM-III-R ignores all contextual information regarding a 
child, such as developmental history, the child’s strengths and current circumstances 
and only assumes conduct problems come from an underlying mental disorder. This 
appears to be linked to the DSM classification system being based on a medical 
model. They suggest a number of pathways could lead to the development of anti­
social behaviour and there could be a range of alternatives in conceptualising anti­
social behaviour including factors both within and outside the individual child.
Developmental Considerations
Children are continually developing and any classification system needs to take this in 
to account (Wieselberg, 1993). There appears to be an absence of developmental 
considerations in ICD and DSM systems. In DSM-IV, ODD and CD are classed as 
separate disorders, but they have not been well validated as separate entities 
(Achenbach, 1993), ODD may be a possible developmental precursor to CD.
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Heterogeneity
There is vast variability of children with conduct problems (Kazdin, 1995). Research 
suggests this variability will occur in the areas of severity, frequency, chronicity, 
pervasiveness, age of onset, peer influences, comorbidity, overt and covert behaviours 
and degree of family disorganisation (Carr, 1999) ICD-10 and DSM-IV take in to 
account some of these variabilities but not all. They account for severity, age of onset 
and peer influences by including CD subtypes. However, the others dimensions are 
largely ignored. There is no clear distinction between transient adjustment disorders 
incorporating conduct problems and pervasive long-term conduct problems (Carr,
1999). There is also no distinction between overt behaviours such as aggression and 
covert behaviours such as deceit (Carr, 1999). Comorbid learning disabilities and 
family difficulties are also largely ignored within diagnosis on Axis 1 (Carr, 1999).
Gender differences also appear to be ignored in the diagnostic systems for CD. 
Differences in CD for boys and girls have been found, indicating they are different 
disorders. Disruptive behaviour problems in girls have also been found to be co­
morbid with anxiety disorders and depression (Bowen, Offord, & Boyle, 1990). 
Aggressive girls are more likely to experience comorbid problems in adolescence than 
boys (Loeber & Keenan, 1994).
Whilst conduct problems in girls are often characterised as non-confrontational or self­
directed, more recent research suggests this categorisation is no longer as simple 
(Atkins et a l 1996). Cairns and Cairns (1994) found that during the transition to 
adolescence two groups of girls with conduct problems emerged. Firstly, a small group 
of girls who showed severe and persistent aggressive behaviour at the same level of 
severity as that found in boys. Secondly, a larger group of girls who exhibited more 
subtle social aggression, ostracised others and defiance. One of the clinical 
implications of the classification system not being as appropriate for girls with CD is 
that within clinical practice the early identification of girls with CD may be missed, 
resulting in lack of intervention and smaller chances of influencing a positive outcome 
(Atkins et a l, 1996).
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Zoccolillo (1993) argues that the DSM-III-R diagnostic criteria for CD is inappropriate 
for use with girls. He suggests there should be sex-specific diagnostic criteria for CD 
that take into account evidence-based differences in male and female childhood 
cultures and base-rate differences in aggression and criminality. Until diagnostic 
issues are resolved, effective identification and intervention programmes cannot be 
addressed.
Evidence for this argument appeared to be provided by Zoccolillo Tremblay and 
Vitaro (1996) who assessed pre-adolescent girls using DISC and DSM-III and DSM- 
III-R diagnoses of CDD and ODD. These girls had been classified as having early- 
onset, persistent and pervasive anti-social behaviour, firom assessments over a six year 
period. They found only 3% met the DSM-III-R criteria (of which DSM-IV criteria is 
similar) for CD, as opposed to 22% using DSM-III criteria. When diagnosis was 
lowered to the presence of two symptoms and the criterion violation of rules was 
added on DSM-III-R diagnoses, diagnosis increased to 35%. They concluded DSM- 
III-R criteria did not accurately diagnose girls who were impaired with early-onset, 
persistent and pervasive anti-social behaviour. The criteria for CD diagnosed almost 
none of the girls, whilst the ODD diagnoses diagnosed too many girls without 
persistent anti-social behaviour. They suggested DSM criteria does not help the early 
identification of girls developing patterns of anti-social behaviour, therefore not 
allowing interventions to be implemented. Whereas ODD is not specific enough to 
identify girls who may later develop CD. This suggest there may need to be different 
criteria for CD for boys and girls (Zoccolillo et a l, 1996).
Other heterogeneity factors that are not included in DSM or ICD systems are ethnicity 
and cultural factors. There appears to be an ethnic bias in diagnosing CD more in 
ethnic minorities (for a review of studies see Atkins et a l, 1996). However, economic 
hardship and poverty appears to be a confounding factor that suggests it is the stressors 
associated with living in poverty that have implications for child behaviour (Atkins et 
aA ,1996^
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Academic factors are also not accounted for in diagnostic systems in relation to CD. It 
has been estimated that between 11 and 61% of students with high aggression also 
have serious academic problems (Frick, Kamphaus, Lahey, Loeber, Christ, & Hart et 
a/., 1991). Children with CD have been found to be generally low achievers who also 
have poor relationship with teachers and peers (Kazdin, 1987). The direction of this 
relationship is not fully known. However, DSM-IV and ICD-10 criteria do not include 
a consideration of academic functioning, yet an educational and/or cognitive 
functioning assessment may be important as part of an assessment of children with 
conduct problems, or at the very least an update from school.
Christian, Frick, Hill, Tyler and Frazer (1997) argue for a further subtype of CD, those 
children who have callous and unemotional traits with conduct problems that 
correspond more closely to adult conceptualisations of psychopathology. They 
assessed 120 children between 6 and 13 years of age using parent and teacher ratings 
of callous and unemotional traits and structured interviews to assess CD and ODD 
symptoms. A cluster analysis revealed a cluster of children (n = 11) who had high 
rates of conduct problems (with a diagnosis of CD or ODD) and high scores on the 
callous-unemotional dimension. These children exhibited significantly more conduct 
problems and a greater variety of conduct problems than other children with conduct 
problems. They also differed in a stronger history of police contacts, stronger parental 
history of antisocial personality disorder and higher intelligence, all factors which 
indicate greater severity of anti-social behaviour. It is possible that these unique links 
may indicate different causal factors and aetiology, which may imply a distinct 
subtype of CD. The results suggest a distinct group of children with CD whose 
problems may have different causal factors, which would impact on intervention.
Categorical versus Dimensional Approaches to Classification
ICD-10 and DSM-IV are categorical taxonomy schemes. This means an individual 
diagnosed with CD are thought to qualitatively differ from individuals not diagnosed 
(Waldman et a l, 1995). However, on dimensional classification schemes, individuals 
would be seen to differ quantitatively from other individuals on one or more 
dimensions (Waldman et a l, 1995). Within a dimensional system the term disorder is
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used to represent the extreme of normal functioning, whereas in a categorical system 
disorder is used to represent a qualitatively different state from normality with a break 
point (Waldman et a l, 1995). Current classification systems are categorical, but CD 
may be better characterised on a dimension in a dimensional system. Some research 
has argued for a developmental approach to CD which would be consistent with a 
dimensional system.
Alternative Classifications Systems
There are alternative classification systems to the ICD and DSM systems. Songua- 
Barke (1998) has suggested disorders are best seen as complex interactional problems 
or dimensional psychological characteristics or both. Achenbach (1991) has suggested 
using dimensional models and interactional models or classifying difficulties in to 
externalising and internalising disorders.
Practical Applications
The above discussion has focused on the reliability, validity and usefulness of the 
DSM and ICD classification systems and diagnostic criteria for CD. However, a 
further question is: how can the criteria be applied in clinical settings?
Boyle, Offord, Racine, Szatmari, Fleming and Sanford (1996) found different methods 
used to classify CD within an assessment had an impact on prevalence, reliability of 
measurement, informant agreement and comorbidity. Methods included checklists, 
statistical definitions, questions about impairment and needing professional help, 
using parent and teacher information. They suggested the method used to apply DSM 
or ICD criteria can produce different diagnosis. Checklists and structured interviews 
were unable to reflect exact symptom content, severity or implied impact in DSM-III- 
R. They claimed the use of the DSM-III-R threshold criteria for classifying CD were 
insufficient. They suggested not enough is known about the response patterns in the 
general population to questions on check-lists and structured interviews to claim that 
the application of the DSM-III-R criteria would produce sensible findings. They also 
suggested attention must be paid to incorporating distress, impairment and therapeutic 
concern into classification of CD, rather than just focusing on symptomatology.
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However, this also raises questions about whether impairment and distress are 
attributable to elevated symptomatology.
There appears to be little research focusing on how classification systems are actually 
used in clinical practice. However, Jampala, Sierles, & Taylor (1986) asked clinicians 
how helpful they found DSM III in routine clinical practice. There was a consensus 
that it was unhelpfiil. It is possible that when classification systems are used they are 
used as an administrative exercise for recording in audit and statistical systems.
Ethical Problems
A number of ethical problems have been raised about the use of diagnostic 
classification systems particularly with children. One criticism is that they focus on 
pathology and weaknesses rather than strengths and resources and use pathologising 
language (Carr, 1999). Another is that diagnosis does not take into account other 
qualities the individual has (Wieselberg, 1993). Diagnostic classification systems have 
also been criticised for providing a diagnostic label but offering little advice on how to 
proceed clinically (Carr, 1999).
Diagnostic systems may also encourage labelling which can lead to stigmatisation 
(Carr, 1999). This can be particularly harmful for a child, if  this label is carried with 
them throughout their education through to employment. However, in the case of CD 
it has been argued that it is not the labelling of behaviour that leads to stigmatisation 
but the behavioural problems themselves that the child is exhibiting (Cantwell & 
Rutter, 1994). However, a diagnostic label particularly in regard to a mental health can 
carry with it significant long term negative social consequences and stigmatisation 
(Richters & Cicchetti, 1993b). It is known CD is associated with a variety of long term 
negative consequences, it may therefore be possible that labelling and stigmatisation 
play a role in these. DSM and ICD classifications systems are based on the medical 
model and are individualistic, tending to focus attention on problems within the 
individual rather than environmental conditions (Richters & Cicchetti, 1993b). This 
also encourages the child to become the “symptom barer” and the focus for change is 
placed upon the child rather than the system they are within.
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It has been suggested that diagnosis is just a renaming process and does not mean the 
end of a formulation or assessment, however, there is a danger clinicians may stop 
reformulating once a diagnosis has been reached (Herbert, 1998). A diagnosis can also 
bring about the assumption that problems are due to an underlying mental health 
problem which may prematurely halt the assessment and formulation process and 
constrain other areas of investigation (Richters & Cicchetti, 1993b).
The implications of a diagnosis needs to be carefully considered. It is important to 
consider how a child, parents and teachers may make sense of a diagnosis and the 
implications it may have for them (Herbert, 1998). It may also be important to 
consider the expectations a clinician has when giving a diagnosis of CD. Richters and 
Cicchetti (1993b) suggest the topic of antisocial children evoke pessimism.
Conclusions
It appears important to remember that when using classification systems it is the 
disorders that are classified not the client. A diagnosis should not be a life-long 
diagnosis but just reflect a disturbance at a particular point in an individual’s life 
(Wieselberg, 1993). It also appears important not to be over or under-reliant on 
classification systems. The above discussion has shown that these systems can be 
useful in some aspects in informing clinicians about the nature of a disorder and the 
implications for intervention. However, in some aspects it can also be misleading and 
not provide important information.
Although classification systems have some utility in clinical practice, it appears they 
should not be a substitute for a thorough assessment, formulation and re-formulation 
process and an individually tailored approach to intervention, derived from a careful 
consideration of an individual’s needs and their surrounding systems and an evaluation 
of the effectiveness of any intervention applied. Whilst classification systems can be 
used to complement these aspects of clinical practice, they also should not replace 
them.
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Introduction
Anorexia Nervosa (AN) is a severe eating disorder. It is characterised by a loss of 
weight or failure to gain weight that results in severe emaciation (Peterson & Mitchell,
1999). AN is one of the most disabling of psychiatric disorders (Walsh & Devlin,
1998). For at least half of AN sufferers the long-term outcome is poor (Walsh & 
Devlin, 1998) and AN has the highest mortality rate of all psychiatric disorders (Harris 
& Barraclough, 1998). Therefore, effective treatment and interventions would appear 
essential. Although a range of treatments are used in clinical practice with AN, the 
evaluation of such psychological interventions is still developing (Palmer, 2000).
This essay will focus on the psychological interventions that are used in the treatment 
of AN. It will aim to discuss their strengths and limitations and the evidence base for 
their effectiveness. The essay will begin by briefly describing the clinical features of 
AN to provide a context for the subsequent discussion. Some of the underlying 
theoretical models of AN will also be outlined. The essay will then move on to its 
main focus and discuss the psychological interventions that are based on these 
theoretical models. Each intervention will be described, followed by a discussion of 
the research evaluating its effectiveness. From these research findings the essay will 
attempt to draw some conclusions about the strengths and limitations of each 
intervention in treating AN. Finally, the essay will attempt to draw some preliminary 
conclusions regarding the role and effectiveness of psychological interventions with 
AN.
What is Anorexia Nervosa?
Diagnostic Criteria for AN
Eating disorders are characterised by severe disturbances in eating and in perception of 
body weight and shape (American Psychiatric Association (APA), 1994). In DSM-IV 
there are four diagnostic criteria for AN. Firstly, a refusal to maintain body weight at 
or above a minimally normal weight for height and age. Secondly, an intense fear of 
gaining weight or becoming fat, even though underweight. Thirdly, disturbance in 
subjective perception of body weight or shape. Finally, in post-menarchal females, 
amenorrhea, an absence of at least three consecutive menstrual cycles (APA, 1994). In
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DSM-IV, AN is divided into two subtypes. Firstly, a restricting type, where the 
individual does not regularly engage in binge-eating or purging behaviour (for 
example, self-induced vomiting or laxatives misuse) during the current episode of AN. 
Secondly, a binge-eating/purging type, where the individual regularly engages in 
binge-eating or purging behaviour during the current episode of AN (APA, 1994). If 
some but not all the criteria for AN are met then the diagnosis ‘Eating Disorder Not 
Otherwise Specified’ maybe applied (APA, 1994).
Incidence and Prevalence
There is some support for the progressive increase in AN in westernised nations since 
the late 1950s (Russell, 1995). The annual incidence of AN detected by services is 
among 4 and 10 per 100,000 total population per year (Tumball, Ward, Treasure, Jick, 
& Derby, 1996). Although AN is considered to be prominent in white high socio­
economic status women, it is being increasingly found in ethnic minorities and lower 
socio-economic groups (West, 1994).
Course and Prognosis
Ratnasuriya, Eisler, Szmukler and Russell (1991) followed up 41 patients who had 
received inpatient treatment for AN over twenty years ago. Overall, 30% had a ‘good’ 
outcome, 32% had an ‘intermediate’ outcome and 37% had a ‘poor’ outcome based on 
an assessment of general outcome with AN. Within this, 15% had died firom AN 
related causes and 15% had developed Bulimia Nervosa. Prognosis was fairly 
consistent with that at five years after admission. Steinhausen (1997) examined 31 
outcome studies with a total of 941 younger clients with AN. Factors found to 
influence prognosis included age at onset, with onset before adulthood having a 
slightly more favourable prognosis, duration of symptoms, duration of inpatient 
treatment, weight loss, eating disorder symptoms, premorbid developmental 
abnormalities, parent-child relationships, personality features and socio-economic 
status (Steinhausen, 1997). Overall, the prognosis for AN appears pessimistic, 
particularly with a late onset and AN can lead to chronic disability or death even after 
twenty years (Ratnasuriya et a l, 1991). Therefore developing effective treatments that 
are likely to improve this outcome appears to be essential.
PsychD in Clinical Psychology 86
Eating Disorders Essay (Specialist)
Clinical Features of AN
The physical manifestations of AN resulting from starvation include emaciation, poor 
circulation, low blood pressure, slow and weak pulse, cold hands and feet and fine 
downy hair covering the body (Bryant-Waugh & Lask, 1995). Common and life 
threatening medical complications arising from AN include cardiovascular, 
gastrointestinal, renal, haematological, endocrine, metabolic, dermatological and 
skeletal complications and osteoporosis (Sharp & Freeman, 1993). Psychologically, 
those suffering from AN may experience depression, anxiety and obsessional 
symptoms, which may fulfil diagnostic criteria (Palmer, 2000). Generally, AN 
sufferers experience poor self-esteem and self-image (Bryant-Waugh & Lask, 1995). 
Personality traits and cognitive features include perfectionism, conformity, a need to 
please others, excessive control, denial of pleasures, denial of severity of symptoms 
and constriction of affect and emotional expression (Kaye, Klump, Frank, & Strober, 
2000). Behavioural manifestations include activities designed to avoid weight gain 
such as food avoidance, self-induced vomiting, excessive exercising, misuse of 
laxatives and diuretics, bingeing due to starvation, impulse control problems and 
obsessive-compulsive behaviour (Bryant-Waugh & Lask, 1995). Social manifestations 
include reduced social spontaneity, isolation and impairment of relationships (Palmer,
2000). Substance abuse and personality disorders can also co-occur (Kaye et a l,
2000).
Theoretical Models of AN
AN is thought to have a complex multi-factorial causation (Bryant-Waugh & Lask, 
1995). There are a number of theoretical models that have been proposed to explain 
AN. Lask (2000) suggested the following integrative model of eating disorders based 
on research evidence (See Figure 1):
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Figure 1 - An Integrated Model of Eating Disorders (Lask, 2000)
Research has suggested there are a number of predisposing, precipitating and 
maintaining factors for AN. Predisposing factors are thought to include genetic 
components, biological factors, personality factors (for example, perfectionism) and 
socio-cultural factors (for example, the influence of cultural pressures regarding 
dieting). Precipitating factors that may trigger the onset of AN may include puberty or 
any stressful event (such as a loss, academic pressures or bullying) if  the predisposing 
factors are present. Maintaining factors are thought to include a sense of control and/or 
achievement with dieting, stressors, socio-cultural factors, family factors and extreme 
concerns regarding shape and weight (Lask, 2000; Palmer, 2000).
Psychological interventions for AN tend to be derived from detailed cognitive, 
systemic and psychodynamic models of AN, some of which are briefly outlined below.
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Cognitive Models
Cognitive models generally state that AN is precipitated and maintained by 
maladaptive thinking patterns including negative automatic thoughts and 
dysfunctional assumptions regarding one’s body weight, size and shape (De Silva, 
1995). Gamer and Bemis (1982) proposed the original cognitive-behavioural model of 
AN in which abnormal concerns with weight and shape were the core aspect in the 
development and maintenance of AN. The most recent cognitive-behavioural model of 
AN by Fairbum, Shaffan and Cooper (1999) gives concerns about weight and shape a 
less central role but suggests the need for self-control and the extreme need to control 
eating is the critical factor in maintaining AN. Food, weight and body shape are all 
seen as means of establishing self-control and self-worth. There is much evidence for 
dysfunctional thinking and dysfunctional attitudes to weight, eating and body shape in 
clients with AN (for example, Chaimon, 1988, cited from De Silva, 1995). However, 
evidence for the predictions of the Fairbum et al. (1999) model are currently being 
examined.
Svstemic Models
The role of the family in the development of AN was initially considered by family 
therapists such as Minuchin, Rosman and Baker (1978) and Palazzoli (1974, cited 
from Le Grange, 1999) based on clinical observations. They suggested AN is 
associated with characteristic dysfunctional family pattems and treatment of AN 
should focus on changing these family processes or stmctures, which are believed to 
be involved in the development and maintenance of the AN (Le Grange, 1999). 
Minuchin et a l (1978) suggested these families were distinguished by “transactional 
characteristics” including “enmeshment, overprotectiveness, rigidity and lack of 
conflict resolution”. Pazzoli (1974, cited from Le Grange, 1999) suggested families of 
individuals with AN were “rigid homeostatic systems” and AN emerged when the 
system was threatened by change either within or outside the family, such as puberty. 
There are limited controlled studies on family interaction and AN and limited 
empirical evidence for the above clinical observations (Eisler, 1995). More recent 
thinking is that there is no evidence to suggest families produce anorexic individuals
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(Dare, Le Grange, Eisler, & Rutherford, 1994) and there appears not to be a particular 
type of family associated with eating disorders (Eisler, 1995).
Psvchodvnamic Models
There are a number of psychodynamic models of AN. In essence they attempt to make 
sense of the individual’s ability to use starvation as the preferred form of emotional 
expression (Dare & Crowther, 1995). Psychodynamic approaches focus on the 
meaning of the symptoms, whereas psychoanalytic approaches focus on the interpreted 
message of the symptoms as the cause of thoughts and behaviours (Dare & Crowther,
1995). One approach often classed as a psychodynamic approach is the model by Crisp 
(1980) from which a particular form of psychotherapy is derived. Crisp’s model 
suggests AN occurs in individuals who have particular difficulty in coping with the 
physical and emotional changes in puberty. AN allows the individual to adopt an 
“avoidant position” to normal adult body weight and shape, which is associated with 
fatness and sexuality and also avoid challenges associated with puberty.
Psychological Interventions with AN
This essay will focus on psychological interventions for AN. However, it should be 
noted that other treatments particularly medical interventions play an important role in 
the treatment of AN because of the high rates of physical morbidity and mortality 
(Palmer, 2000). Physical investigations are essential and inpatient treatment is usually 
required if weight is less than 70% of what is expected, if  there is marked dehydration, 
electrolyte imbalance, circulatory failure, uncontrolled vomiting, gastro-intestinal 
bleeding, severe depression or suicidal behaviour (Bryant-Waugh & Lask, 1995). It is 
recommended that if a client with AN is receiving outpatient treatment this must 
include physical monitoring (APA, 2000).
This essay will discuss cognitive therapy or cognitive-behavioural therapy (CBT), 
family therapy and family intervention and psychotherapy with AN as most research 
has focused on these. Despite what is known about the poor outcome of AN, there has 
been a lack of controlled studies evaluating outpatient treatment for AN (Channon, De 
Silva, Hemsley, & Perkins, 1989). Much of the literature on treatment is from
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uncontrolled or case studies (Bryant-Waugh & Lask, 1995). This essay will generally 
only focus on controlled trials as results from these should allow generalisations and 
conclusions to be made about the ‘effectiveness’ of treatments. Methodological 
limitations will be discussed later.
Cognitive Therapy and CBT for AN
CBT for AN attempts to modify dysfunctional thoughts and beliefs as well as eating 
behaviours (Channon et al., 1989). Despite descriptions of general CBT approaches 
for AN (for example. Gamer, Vitousek, & Pike, 1997; Kleifield, Wagner, & Halmi,
1996) there is no agreed CBT treatment protocol for AN. Generally, CBT for AN 
involves three stages. Stage one aims to establish and build a rapport with the client to 
engage them in collaborative work. It also aims to educate them about the cognitive 
model and treatment rationale, establish specific treatment goals and begin the process 
of increasing food intake and weight through the use of self-monitoring, meal planning 
and providing information and education. The second stage involves identifying 
dysfunctional thoughts, schemas and thinking pattems and developing cognitive 
restmcturing skills, whilst also focusing on the self-concept and interpersonal 
problems. The third stage involves relapse prevention and preparing for the future 
(Gamer, Vitousek, & Pike, 1997; Kleifield, Wagner, & Halmi, 1996).
Evidence for the Effectiveness of Cognitive Therapy and CBT for AN 
There have been limited controlled trials evaluating the effectiveness of CBT for AN. 
Some uncontrolled studies of CBT have reported significant improvements for clients 
with AN. However, these findings need to be taken cautiously because of small 
samples that limit generalisability and a lack of control groups, so other non-specific 
treatment effects cannot be mled out (as suggested by Serfaty, Turkington, Heap, 
Ledsham, & Jolley, 1999). However, there have been two randomised controlled trials 
(RCTs) that have included cognitive techniques in the treatment of AN.
The first trial compared CBT to a standard behavioural treatment and to routine 
outpatient management in the treatment of AN (Channon et a l, 1989). Eight clients 
with AN were randomly assigned to each treatment group. All groups showed
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significant improvements in weight, nutritional functioning, menstrual functioning and 
other clinical features of AN regardless of group membership. CBT was not superior 
to the behavioural treatment either throughout treatment or at follow-up. The two 
groups showed significant differences only on a few outcome measures, for example, 
those receiving CBT improved more on the interpersonal distress scale of the Eating 
Disorder Inventory (EDI; Gamer, 1983), but those in the behavioural group improved 
more on the menstmal scale at six months follow up. The one important significant 
difference was that those in the CBT group attended significantly more sessions, 
which may suggest CBT was more acceptable to clients than behavioural treatment, 
perhaps because of the emphasis placed on the collaborative approach (Channon et a l, 
1989).
In a second RCT, Treasure, Todd, Brolly, Tiller, Nehmed and Denman (1995) 
compared Cognitive Analytic Therapy (CAT) with Educational Behavioral Therapy 
(EBT) within an outpatient setting for adult clients with a long history of AN. Clients 
were randomly allocated to the two treatment options and received 20 weekly 
sessions. EBT involved clients monitoring their daily food intake, receiving education 
about AN and nutrition and weekly goals regarding food intake were set (Treasure et 
a l, 1995). CAT was based on the manual by Ryle (1990) and linked cognitive and 
behavioural models and psychoanalytic ideas under a cognitive framework. It involved 
the therapist and client collaborating to produce a written reformulation of the clients’ 
history and problems. Follow-ups up to one year later showed severity of weight loss 
was a predictor of outcome but there were no significant differences between 
treatments, except greater subjective improvement with CAT. There was good or 
intermediate improvement in two-thirds of clients (regardless of treatment) with 
weight gain. Overall, the study concluded outpatient treatment, regardless of therapy 
modality, could lead to improvements within one year, with older clients with a longer 
duration of AN.
In one of the most recent studies designed as a RCT, Serfaty et a l (1999) compared 
Cognitive Therapy (CT) with Dietary Advice (DA) in the outpatient treatment of AN. 
Thirty-five clients were randomly allocated to the two treatment groups and received
PsychD in Clinical Psychology 92
Eating Disorders Essay (Specialist)
twenty sessions. After six months, twenty-three of the twenty-five clients receiving CT 
remained engaged, however, all clients receiving DA dropped out within three 
months. This meant it was not possible to compare the outcomes of CT with DA. 
Serfaty et a l (1999) suggested CT appeared to facilitate engagement with clients with 
AN who can often be ambivalent or reluctant to have treatment. Those receiving CT 
showed a number of significant improvements including significant changes on the 
Body Mass Index, on EDI (Gamer, 1983) scores, on Beck Depression Inventory 
(Beck, Ward, Mendelson, Mock, & Erbaugh, 1961) scores and on a measure of locus 
of control over behaviour. There were significant improvements in scores on the drive 
for thinness, interoceptive awareness and maturity fears subscales of the EDI, which 
may have suggested changes in underlying cognitions (Serfaty et a l, 1999). However, 
the lack of a controlled comparison meant it was difficult to attribute the significant 
changes to CT.
In a recent uncontrolled study, Leung, Waller and Thomas (1999) investigated the 
effectiveness of group CBT with AN. Twenty clients participated in a ten week group 
programme, although ten did not complete this. The group involved developing 
motivation, increasing knowledge of AN, teaching behavioural skills to overcome 
anorectic behaviours and teaching cognitive skills to challenge dysfunctional thoughts 
regarding food, weight and size. Results showed there were no significant differences 
in eating behaviour or anorectic cognitions following the group.
The Strengths and Limitations of Cognitive and CBT Interventions with AN 
Overall, the controlled trials appear to show that interventions using a cognitive 
approach brought about significant improvements in weight and other clinical features 
of AN (Channon et a l, 1989; Treasure et a l, 1995). However, similar improvements 
were found in behavioural interventions suggesting these effects may not be specific to 
cognitive approaches. Cognitive approaches appeared to show a strength in promoting 
engagement in therapy and higher rates of compliance and attendance (Channon et a l, 
1989; Serfaty et a l, 1999). This perhaps suggests the usefulness of the collaborative 
approach and the acceptability to client’s of cognitive approaches.
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Weaknesses of cognitive approaches with AN appear to include concerns regarding 
the appropriateness of attempting to modify dysfunctional cognitions that the 
individual may see as valuable (Channon et a l, 1989). Furthermore, group CBT 
appeared not to be effective with AN (Leung et a l, 1999). Overall, there was no clear 
support for any particular technique and the more structured and intense cognitive 
treatments did not facilitate superior gains over control treatments. It is difficult to 
conclude what the mechanisms of change may be. Although behavioural techniques 
may be useful they can facilitate cognitive restructuring that could account for the 
improvements reported. Similarly, client’s receiving cognitive approaches are still 
making changes in their eating behaviour and weight and therefore improvements may 
be facilitated by behavioural changes (Serfaty et a l, 1999).
Family Therapy and Family Intervention for AN
The research trials discussed below have all been conducted at the Maudsley. Their 
family therapy intervention combines a problem-solving approach (Haley, 1973, cited 
from Le Grange, 1999) with the idea that viewing the family as a system provides 
unique insight into symptom-maintaining interactional patterns (Le Grange, 1999).
The aim of their family therapy is to restore the health of the individual with AN. 
Therapy is time-limited and appears to depend on the therapist’s ability to make strong 
therapeutic connections with the family (Le Grange, 1999).
There are three intervention phases. Firstly, a focus on the anorexic symptoms and re­
feeding the client. This may include a family meal, which allows the therapist to 
observe family interactions regarding eating. There are also attempts to clear the 
parents from the responsibility of causing AN and compliment them on positive 
aspects of parenting. With younger clients, the therapist tries to create a strong 
parental alliance concerning re-feeding their child. The therapist also aligns with the 
client and sibling subsystem to reinforce appropriate distance between the siblings and 
parents to allow the siblings to be supportive of the client. The therapist will 
continually show the client an understanding of their predicament in being taken over 
by AN but also having parents take away this identity. Families are encouraged to 
work out their own ways of re-feeding their child. Phase two starts when the client
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begins to accept parental demands to increase her food intake and there is a change in 
the mood within the family. It involves negotiating a new pattern of relationships. AN 
symptoms continue to be discussed and weight gain encouraged. Other family issues 
also begin to be discussed, in particular the effect these issues have on the parent’s 
task of assuring their child’s weight gain. The third phrase is termination, which 
begins when healthy weight has been achieved and self-starvation ceased. The central 
theme is establishing a healthy adolescent or young adult relationship with parents in 
which the AN does not form the basis of interaction. This includes working towards 
increased independence for the client and establishing more appropriate boundaries. 
Throughout therapy a range of techniques are used including circular questioning and 
therapeutic binds (Le Grange, 1999).
Evidence for the Effectiveness of Family Theranv and Interventions for AN 
There have been four RCTs of family therapy called ‘The Maudsley Studies’. The first 
trial compared individual and family therapy over one year (Russell, Szmukler, Dare, 
& Eisler, 1987). Eighty clients with AN were randomly assigned following inpatient 
treatment. After one year, client’s with AN with an onset before they were 19 years 
old and with a duration of less than three years did better with family therapy than 
those with AN of a later onset and longer duration, who did better with individual 
treatment. Those who had bulimic behaviours or an early onset with a long history 
showed no differences between the treatments. This outcome remained the same five 
years post treatment (Eisler, Dare, Russell, Szmukler, Le Grange, & Dodge, 1997).
In a second trial, family therapy was compared with individual supportive 
psychotherapy and individual psychoanalytic psychotherapy for 100 adult clients (over 
18 years old) with severe AN. Results suggested two-thirds of those who received 
family therapy had a good outcome after one year, whilst two-thirds who received 
individual therapy, had a poor outcome after one year (Dare & Eisler, 1995).
A third trial compared two family treatments: family therapy and family counselling 
(Le Grange, Eisler, Dare, & Russell, 1992). Families of adolescents with AN were 
classed as high or low expressed emotion (EE; Leff & Vaughn, 1985, cited from Dare
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& Eisler, 1995) following inpatient treatment. Families were then assigned to either 
family therapy or family counselling, which involved the parent and client being seen 
separately. After one year clients in both groups showed improvements in weight. 
However, families with high EE appeared to benefit more from family counselling.
The fourth trial compared family therapy, individual psychoanalytic psychotherapy 
and routine psychiatric treatment (Dare & Eisler, 1995). Adult clients who had not 
received inpatient treatment were randomly assigned to the therapy groups.
Preliminary results appeared to show both therapies facilitated significant 
improvements over routine treatment (Dare & Eisler, 1995).
The Strengths and Limitations of Familv Theranv and Familv Intervention for AN 
The strength of family therapy appeared to be its effectiveness in treating younger 
clients (under 18) with both a shorter duration of AN (Russell et a l, 1987) and with 
more severe AN (Dare & Eisler, 1995). However, its limitation appeared to be that it 
was not such an effective treatment for adults (over 18) with AN (Dare & Eisler, 1995; 
Russell et a l, 1987). Family counselling which involved the adolescent and family 
being seen separately, appeared to be just as effective as family therapy in facilitating 
weight gain (Le Grange et a l, 1992). Family counselling appeared to be most 
beneficial for families with high EE, possibly because of high levels of guilt and self­
blame within these families that were less able to be addressed in family therapy 
sessions (Le Grange et a l, 1992). A further limitation is that the only family therapy 
that appears to have been empirically and systematically studied with AN is the 
Maudsley model, so little is known about other forms of family therapy.
Psychotherapy for AN
‘Psychotherapy’ is a broad term encompassing a range of therapeutic approaches. In 
this essay psychotherapy will be used to refer to one particular intervention based on 
the model by Crisp (1980). This intervention, as used in the RCTs described below, 
involved up to twelve sessions of one to one and a half hours, including four meetings 
with a dietician. Initial sessions were weekly or fortnightly but were gradually 
extended so completed treatment lasted approximately ten months. The intervention 
was essentially individual with family or marital sessions taking place as indicated by
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clinical considerations. The client was weighed at each visit and there was an 
expectation that weight gain would occur throughout treatment. The responsibility for 
the choice of weight control as a coping style was placed with the individual and 
family. Individual sessions involved cognitive-behavioural elements with an emphasis 
on psychodynamic issues, transference and countertransference. Emotional and 
psychological aspects of weight loss or gain were focused on. Interpretation was not 
prominent although occasional transference interpretations were made. Family 
sessions were not as formal or frequent as in family therapy. Family or marital 
sessions focused on improving communication, supporting the individual in therapy 
and enabling parents or other family members to make changes to allow therapy to 
persist (Gowers, Norton, Halek, & Crisp, 1994).
Evidence for the Effectiveness of Psvchotheranv for AN
There have only been two RCTs involving psychotherapy for AN. This is perhaps 
because of difficulties in comparing a flexible, intuitive and individually tailored 
treatment approach (Hall & Crisp, 1987).
Hall and Crisp (1987) compared Dietary Advice (DA) to combined individual and 
family psychotherapy. Thirty clients were randomly assigned to twelve sessions of 
either treatment. After one year both groups showed a significant improvement in 
overall functioning as indicated by global clinical scores and improvements in weight, 
menstruation and eating patterns. Both groups showed a similar overall weight gain, 
although this was significant only for the DA group. Scores on social and sexual 
adjustment were significantly improved for the psychotherapy group compared to the 
DA group. The two groups also differed in treatment received elsewhere. No client’s 
receiving psychotherapy sought other treatment, although one seriously deteriorated 
and received inpatient treatment following psychotherapy. Two clients receiving DA 
also received ‘alternative therapies’, whilst following treatment, four attended 
outpatient treatment, one was admitted to a psychiatric ward and one had inpatient 
treatment for AN. Fourteen out of fifteen clients completed the twelve psychotherapy 
sessions, compared to eleven of fifteen in the DA group.
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In a second RCT, Crisp, Norton, Gowers, Halek, Bowyer, Yeldham, Levett and Bhat 
(1991) randomly allocated ninety clients with severe AN to four treatment groups: 
inpatient treatment (group 1), outpatient individual and family psychotherapy with 
separate dietary counselling (2), outpatient group psychotherapy for both client and 
parents with separate dietary counselling (3) and assessment only (4). After one year 
all groups had gained significant weight but groups 2 and 3 gained significantly more 
weight than group 4. However, all three treatments appeared to be favourable. Weight 
gain was faster and reached a higher level in group 1, although fell to comparable rates 
with the other groups. After two years, group 2 maintained the improvements they 
showed at one year. Twelve out of twenty clients were classified as ‘well’ or ‘very 
nearly well’ on a standardised measure compared to four out of twenty in group 4. The 
twelve with good outcome in group 2 had showed high levels of attendance and 
compliance. There were significant improvements in weight and BMI in group 2 over 
group 4 after two years, even though some in group 4 were receiving treatment 
elsewhere. Social and psychosexual adjustment was also significantly improved in 
group 2 (Gowers et a l, 1994).
The Strengths and Limitations of Psvchotheranv with AN 
Overall, individual, family and group psychotherapy all brought about significant 
improvements in weight, eating patterns and other clinical features of AN (Crisp et a l, 
1991; Hall & Crisp, 1987). However, DA and inpatient treatment also brought about 
significant changes, suggesting they were not specific to psychotherapy. The strengths 
of psychotherapy appeared to be in facilitating improvements in social and sexual 
functioning which was maintained (Gowers et a l, 1994; Hall & Crisp, 1987). Further 
treatment did not appear to be needed after psychotherapy, as it did following DA 
(Hall & Crisp, 1987). There also appeared to be higher levels of compliance and lower 
drop-out rates with psychotherapy than with DA, suggesting it was more acceptable to 
clients (Hall & Crisp, 1987). Those receiving psychotherapy tended to have higher 
anxiety and depression scores after treatment, whereas the DA group had a small 
increase in obsessional scores (Hall & Crisp, 1987). This may reflect the therapeutic 
processes, as psychotherapy may bring about an emotional awareness of the AN, 
whilst DA focuses on the behavioural aspects only (Hall & Crisp, 1987).
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Methodological Limitations
Research regarding the effectiveness of psychological interventions with AN are 
constrained by methodological problems that limit the conclusions that can be drawn. 
Firstly, there is a lack of RCTs. It has been suggested this may be because of 
difficulties in recruiting sufficient client numbers (Wilson, 1999) or because of ethical 
issues regarding the use of ‘no treatment’ groups to compare with active treatments, 
given the significant mortality and morbidity rate associated with AN (Hall & Crisp, 
1987). In addition, the treatments involved in RCTs do not tend to replicate the type of 
long-term outpatient therapy that is likely to be optimal in the treatment of AN that is 
often practised in clinical settings (Palmer, 2000).
Secondly, the findings that have been reported have not been replicated, which limits 
generalisability (Wilson, 1999). Thirdly, a number of studies report high drop out 
rates, making treatment comparisons difficult. Crisp et a/. (1991) reported clients 
refused treatment or dropped out because of their forced allocation to treatment when 
they would have preferred another. Fourthly, there is no agreed definition of recovery 
from AN, which leads to difficulties in evaluating the effectiveness of interventions. 
Fifth, variations in patient selection, sample size, design, follow-up time, diagnostic 
criteria, assessment strategies and treatment information all limit the conclusions that 
can be drawn (Steinhausen, 1997). Finally, outcome studies of AN have shown AN is 
often a chronic and relapsing condition and short term improvements particularly in 
body weight may not relate to long term ftinctioning (Ratnasuriya et a l ,\9 9 \) .  
Therefore, it would seem important for all studies to have extended follow-up periods 
that are comparable across studies to evaluate whether short term gains have been 
maintained in the long term (Steinhausen, 1997).
Clinical Implications
Despite a recent recommended shift to outpatient treatment for AN (A?A, 2000), the 
underlying evidence base for outpatient treatments is not conclusive. A few small 
scale studies have suggested that outpatient treatment can be effective (Channon et a l, 
1989; Crisp et a l, 1991; Hall & Crisp, 1987) and following inpatient treatment, family 
therapy has been shown to be the treatment of choice for younger clients (Russell et
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a l, 1987). However, these results have not been replicated and methodological 
limitations mean they cannot be seen as conclusive. Overall, there appears to be 
limited outcome literature or precise information on treatment. No one individual 
treatment approach has been shown to be more effective than others and the 
mechanisms of change appear to be unclear. This is perhaps concerning given the 
move towards treating AN on an outpatient basis and the chronic and severe nature of 
AN, which would suggest empirically based effective treatments are essential. The 
current status of knowledge regarding psychological interventions for AN perhaps 
suggests individually tailored interventions are needed based on detailed individual 
assessments and formulations and involving a range of therapeutic techniques and 
processes from a variety of treatment models.
Future Research in the Treatment of AN
There is clearly scope for continued research regarding the effectiveness of cognitive 
therapy, CBT, family therapy, family interventions and psychotherapy with AN. One 
of the difficulties encountered appeared to be high drop-out rates, which may be 
expected considering the denial and ambivalence often found in those with AN (Leung 
et a l, 1999). However, it raises clinical and research issues regarding addressing this 
ambivalence and increasing compliance, which may affect the effectiveness of 
different interventions. The addition of an initial phase of Motivational Enhancement 
Therapy followed by treatment has been found to be clinically useful with AN 
(Treasure & Ward, 1997) but this approach needs to be tested in a RCT. Other 
possible future research indicated by the above discussion would appear to include 
more systematic and controlled research including modifying some of the 
methodological limitations discussed to allow accurate conclusions and 
generalisations to be made. Further research on multi-modal or integrative treatments 
would be suggested by the aetiology and nature of AN and clinician’s current views 
and clinical practices in treating AN (Herzog, Keller, Strober, Yeh, & Pai, 1992).
There is ongoing research development on the potential usefulness and effectiveness 
of other psychological interventions with AN, such as Interpersonal Therapy (Birchall,
1999) and Dialectical Behavior Therapy (Palmer, 2000), as well as new techniques
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such as the use of virtual reality technology (Riva, Bacchetta, Baruffi, Rinaldi, & 
Molinari, 1999). Given the complex nature of AN and the inconclusive results 
regarding psychological interventions, further research into these other forms of 
psychological interventions, which have proven effectiveness with other disorders may 
be useful. Recent theoretical developments such as Fairbum et aVs  (1999) cognitive- 
behavioural model of AN may also provide frameworks for the development of fiirther 
research.
Conclusions
The aim of this essay was to discuss the evidence for the effectiveness and the 
strengths and limitations of psychological interventions used in the treatment of AN. A 
lack of RCTs and methodological difficulties have meant findings are limited. 
Although there appears to be some indication that substantial improvements can be 
achieved in weight gain and general functioning through cognitive, behavioural, 
psychotherapeutic and family therapy approaches, these changes do not appear to be 
specific to these interventions and mechanisms of change are unclear. The overall 
literature evaluating psychological treatments for AN makes it difficult to draw 
conclusions regarding their effectiveness in treating AN. AN is a complex disorder 
and its development and maintenance involves genetic, biological, cognitive, 
personality, family, social and cultural factors. The nature of AN would suggest 
continual long term multi-faceted treatment given the underlying aetiology, chronicity 
and poor outcome that research has suggested.
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Introduction
Everyone experiences loss at some point in their lives and most people will be 
bereaved by the death of someone close to them. Bereavement has been identified as 
one of the most stressful life events people experience (Stroebe & Stroebe, 1993).
Loss is a prevalent theme in the life of an older adult (Garrett, 1987). Older people are 
likely to experience more losses with increasing frequency. The normal ageing process 
brings about changes in physical functioning, sensory abilities, sleep, personality, 
sexual functioning and cognition all of which will be associated with their losses 
(Carman, 1997). Raphael (1984) described ‘the griefs of growing old’ which begin 
with “the first realization that one cannot do, with ease, something that one had 
previously been able to accomplish without thought”. Life events such as death, 
divorce, retirement, moving and illness will also lead to losses such as loss of 
occupational role, loss of physical mobility and financial losses (Conway, 1988; 
Parkes, 1992). Bereavement by death is most common in older people and may 
include the loss of spouses, fiiends, relatives and even children as well as ultimately 
facing their own death (Conway, 1988). With multiple and accumulated losses 
possibly combined with reduced coping resources, the grieving process for older 
people is likely to be a complex one (Conway, 1988).
This essay will attempt to critically evaluate theories of bereavement and loss with 
older people. It will also evaluate the treatment implications derived from these 
theories with older people. Initially, this essay will begin with some definitions of 
bereavement, loss and other relevant concepts to place the following discussion in 
context. It will then describe some of the theories that have been proposed to 
recapitulate and explain the process of loss and bereavement. These theories and their 
treatment implications will then be critically evaluated with older people. To do this 
the empirical evidence regarding bereavement and loss in older people will be 
reviewed. This essay will then aim to make some conclusions regarding the strengths 
and weaknesses of theories of bereavement and loss with older people and the 
treatment implications they have for this population.
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Defining Loss and Bereavement
Loss can be defined as “to be deprived of and separated from a presence, often taken 
for granted, around which or whom we have organised our lives” (Martin & Weston, 
1998). Bereavement is just one form of loss and has been defined as “the objective 
situation of having lost someone significant” (Stroebe, Stroebe, & Hansson, 1993).
The term bereavement can also be used about the loss of something significant (Martin 
& Weston, 1998). However, in this essay the term bereavement will be used to refer 
specifically to the death of someone. It is also important to define grief and mourning 
which are often seen as accompanying loss and bereavement. Grief has been defined 
as “the emotional response to one’s loss” and mourning as “the actions and manner of 
expressing grief’ that often reflects cultural mourning processes (Stroebe et a l, 1993).
Defining * Older People’
It is also necessary to clarify who is being referred to by the term ‘older people’. Old 
age can be distinguished in a number of ways such as physical or cognitive 
functioning, employment status or role status, for example, becoming a grandparent 
(Conway, 1988). Old age may also be defined differently by different cultures. In this 
essay, old age will be defined by chronological age, that is, people aged sixty-five 
years or older will be referred to as ‘older people’ (Conway, 1988). This criteria has 
tended to be employed by western society and used in most research studies referred to 
in this essay. However, it is important to recognise that ‘older people’ are a 
heterogeneous group with great variability in functioning. Furthermore, every older 
adult will have a unique personal history set within a different cultural, social, political 
and economic context (Carman, 1997).
Theories of Loss and Bereavement
Many different theories of loss and bereavement exist but to date there is no one 
integrative theory (Stroebe et a l, 1993). However, Parkes (1993) suggests that these 
theories all add something to our understanding of loss and do not conflict with each 
other. Theories have tended to be classified into different types. These have included 
depression theories (for example, Freud, 1917, cited from Stroebe et a l, 1993); stage 
theories (for example, Bowlby, 1980; Kubler-Ross, 1969); stress theories (for
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example, Lazarus & Folkman, 1984) and cognitive theories (for example, Parkes,
1993; Wortman, Silver, & Kessler, 1993). Categorising theories in this way is 
probably simplistic as some of the theories share similar concepts. This essay will not 
attempt to review all bereavement and loss theories but will describe the most 
influential and clinically relevant theories in each of the above categories. It is 
important to note that most theories described below have been developed primarily in 
regard to bereavement, although most theories have been applied to wider concepts of 
loss.
Depression Theories
Depression theories have tended to emerge from the psychoanalytic tradition. These 
theories attempt to analyse grief as an emotional reaction and try to understand the 
emotional symptomatology in response to loss (Stroebe et a l, 1993). One of the most 
influential theories is that of Freud (1917, cited from Stroebe et a l, 1993). Freud 
suggested that the major task of mourning was the gradual surrender of psychological 
attachment and emotional energy (libido) to the deceased so sufficient libido was 
regained and could then be invested in new relationships. This process was driven by a 
drive to reduce emotional and physiological arousal associated with the loss. 
Pathological grief occurs when an individual has a predisposition to an obsessional 
neurosis and may be ambivalent about the loss and blame themselves for it (Freud, 
1917, cited from Stroebe et a l, 1993).
Stage Theories
Stage theories suggest individuals go through several stages of emotional response in 
attempting to come to terms with a bereavement. Perhaps one of the most influential 
theories in the field of bereavement and loss is that proposed by Kubler-Ross (1969). 
This describes five stages of denial, anger, bargaining, depression and acceptance that 
people go through when faced with their own death.
Following Kubler-Ross’s (1969) conceptualisation of the stages of dying, other 
theories have proposed stages of the grief process following a bereavement. Bowlby 
(1980) based his theory on the concepts of attachment and separation anxiety. He
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suggested bereavement could be seen as an unwilling separation leading to attachment 
behaviours with the function of reunion. This hypothesis led to the development of a 
stage model, in which Bowlby (1980) proposed that effective mastery of bereavement 
occurred by passing through four stages of mourning. The first stage is shock. This is 
followed by a second stage of yearning and searching, where the individual engages in 
behaviours that aim to reunite them with the deceased and there is anger at the loss. 
There is then a third stage of depression in which the behaviours aimed at re­
establishing the attachment bond and recovering the deceased end. In the final stage of 
reorganisation or recovery, attachments to the deceased are broken down and new ties 
with others are established with a gradual return to former interests.
Influenced by Bowlby’s attachment theory, Worden (1991) suggests that after a loss 
there are certain ‘tasks of mourning’ that have to be accomplished to adapt to a loss. 
Task one is intellectually and emotionally accepting the reality of the loss. This means 
accepting that the deceased is dead, will not return and reunion is impossible in this 
life time. Task two is working through the physical, emotional and behavioural pain 
associated with the loss, so it does not manifest in other symptoms or behaviour. Task 
three is adjusting to an environment where the deceased is missing. This will depend 
on the relationship with the deceased and the roles they played. The survivor may have 
to develop new skills and take on new roles that were previously performed by the 
deceased. They may also have to adjust their sense of self, their sense of the world, life 
values and beliefs as they search for meaning in the loss. Task four is moving on with 
life whilst evolving some ongoing relationship with the thoughts and memories of the 
deceased. It also involves withdrawing emotional energy from the deceased and 
reinvesting in another relationship. Worden (1991) suggests mourning is completed 
when all tasks are accomplished but it is impossible to set a time to this and for some 
mourning may never be completed.
Stress Theories
Stress theories try to account for the physical and mental health outcomes following 
bereavement by describing bereavement as a major stressful life event (Stroebe et a l, 
1993). Stress theories are based on definitions of psychological stress. Lazarus and
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Folkman (1984) define stress as a “particular relationship between the person and the 
environment that is appraised by the individual as taxing or exceeding his or her 
resources and endangering his or her well-being”. A major life event such as 
bereavement is predicted to create a disequilibrium that requires a period of 
readjustment that can leave a person more vulnerable to stress and its physical and 
psychological consequences (Wortman et a l, 1993). Bereavement is seen as 
particularly stressful because it requires more adjustments to be made than any other 
life event (Kato & Mann, 1999).
Appraisal theories predict that those who appraise an event as stressful will have more 
adverse outcomes than those who do not perceive the event as stressful (Lazarus & 
Folkman, 1984). Furthermore, the process of appraising a stressor and the process of 
readjustment will be influenced by the resources an individual has at their disposal 
such as coping strategies and social support (Lazarus & Folkman, 1984). A stressful 
event will also affect the resources available to an individual. For example, spouses 
may provide social, emotional and practical support but following a spousal 
bereavement some of this support will be lost and there may be an imbalance between 
the situational demands of bereavement and the coping resources needed to deal with 
these demands (Stroebe & Stroebe, 1987).
Cognitive Theories
There are a number of different types of cognitively orientated theories. These include 
those that focus on personal constructs and the impact a bereavement has on a 
person’s world views, expectations and assumptions. Parkes (1993) suggests that grief 
is “an emotion that draws us toward something or someone that is missing”. It arises 
because of an awareness of a discrepancy between the “world that is and the world that 
should be”. The world that should be is constructed internally by the individual 
therefore each individual’s grief is unique. Parkes (1993) suggests bereavement can be 
conceptualised as a psychosocial transition (PST). PST are events that require people 
to undertake a major revision of their assumptions about the world, have lasting 
implications and take place over a relatively short time so there is little opportunity for 
preparation (Parkes, 1993). When a PST occurs it invalidates the expectations and
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assumptions that make up our internal model of the world. A PST requires many 
automatic assumptions about the world to be revised, for example, a widow may 
automatically turn to her husband in times of trouble but has to revise this assumption 
after his death. When a change or loss occurs the familiar world becomes unfamiliar, 
habits are no longer relevant or appropriate, nothing can be taken for granted anymore, 
care has to be taken over what is said and done and confidence is lost in our internal 
world. The task of mourning therefore is to review the internal world so the person can 
adapt to the requirements of the real world (Parkes, 1993).
Wortman et a l, (1993) suggest the impact of loss maybe determined by whether it 
can be incorporated into an individual’s views, assumptions, beliefs and experiences 
of oneself, others and the world. If an event, such as a bereavement, is incompatible 
with the world view a person holds, this violates their world view and causes a period 
of intense disequilibrium or distress. People will either attempt to alter their world 
view to accommodate the event or reinterpret the event so it is compatible with their 
pre-existing views. Some people may never be able to integrate the event into their 
world views and will therefore continue to experience distress (Wortman et a l, 1993).
The above theories have tended to be based on research findings regarding loss and 
bereavement in younger populations (Bennett, 1997). This leads to the question: are 
these theories of loss and bereavement applicable and relevant to older people? To 
critically evaluate these theories with older people, it is first necessary to review the 
empirical evidence regarding the process of loss and bereavement in older people.
Research Regarding Loss and Bereavement in Older People
Despite loss and bereavement being more common in older people there has been less 
empirical research concerned with the experience of loss and bereavement in this 
population (Bennett, 1997). This is perhaps because bereavement and loss are thought 
to be consistent with the lifespan development of older people and therefore more 
probable and perhaps without implication (Bennett, 1997). However, comparison 
studies have highlighted that grief appears to be a similar process in adults of all ages 
but with some important differences (Fasey, 1990).
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There appear to be a number of methodological issues that have limited research 
regarding loss and bereavement in older people. Firstly, age is a confounding variable 
when studying bereavement or loss effects. Many of the physical and mental health 
changes that are assessed with bereavement and loss are also known to occur as a 
result of the normal ageing process (Bennett, 1997). Bennett (1997) highlights the 
importance of longitudinal research using control groups to distinguish the effects of 
bereavement and loss from the effects of ageing. Secondly, there are higher mortality 
rates amongst older people, making long term research more difficult (Bennett, 1997). 
Thirdly, as bereavement contains a number of losses it is difficult to ascertain which 
effects relate to which aspects of functioning. For example, widowhood contains the 
emotional impact of grief but also the transition to single status, both of which may 
affect social functioning (Bennett, 1997). Fourthly, there is difficulty studying elderly 
men who have been widowed because of higher male mortality rates and higher rates 
of re-marriage in widowed men (Strobe & Stroebe, 1983). Finally, there needs to be a 
way to control for the high rate of losses that are likely to occur with older people as 
part of normal ageing (Parkes, 1992). These will affect how an older adult copes with 
bereavement or loss (Carman, 1997). Ethical issues are also important to consider in 
this type of research. Loss and bereavement are sensitive issues and there is an ethical 
dilemma regarding raising and focusing on such issues particularly just following the 
event (Bennett, 1997).
Most research with older people has tended to focus on spousal bereavement rather 
than other losses (Bennett, 1997), although spousal bereavement itself will contain 
other aspects of loss rather than just the loss of a significant other. Therefore there will 
be a bias towards this in the discussion below. This essay will discuss in detail the 
findings from three longitudinal controlled trials that have been designed to examine 
the effects of bereavement in both older men and women and control for the 
confounding effects of ageing and changed marital status (Bennett, 1997). Such 
research should allow for generalisations of results and reliable conclusions to be 
made about the effects of bereavement and loss in older people. Other important 
research findings will be briefly discussed.
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The ‘Normal’ Bereavement Process in Older People
Bennett and Morgan (1992), Bennett (1996) and Bennett (1998) carried out three 
longitudinal controlled trials designed to assess the long term mental and physical 
effects of widowhood in elderly men and women. Bennett and Morgan (1992) 
examined the changes in mental and physical health, morale and social functioning in 
a random sample of women widowed during a longitudinal study. They were 
compared to never married and still married control groups.
Being widowed was found to contribute significantly to poorer mental health. Women 
who were bereaved were more depressed than those who were married. The widows 
showed lower levels of morale than the still-married and never married women. Social 
participation was found to be stable before and after bereavement. The still-married 
women had significantly higher levels of social functioning than either the widows or 
the never married women at both times. This may reflect widows caring for a sick 
spouse before bereavement and low social functioning after bereavement. There was 
no physical health effects up to four years following bereavement although there was 
age related declines.
In a follow-up study, Bennett (1996) examined the effects of bereavement in women 
over a total of eight years (one measurement before bereavement and two following 
bereavement). For women who had been widowed there was a significant increase in 
depression in the first four years following bereavement, with depression being at its 
highest just after bereavement. This was followed by a significant decrease in 
depression in the following four years, although widows were still significantly more 
depressed than the married and never married women. Depression therefore appeared 
to be an effect of widowhood indicating a significant long term effect on mental health 
following bereavement (Bennett, 1997). The widows had significantly lower morale 
than the married women indicating significant long term effects on morale following 
bereavement (Bennett, 1997). Widowhood appeared not to have an impact on social 
functioning up to eight years post bereavement. There was a significant decline in 
social participation over eight years but this appeared to be a general effect of ageing
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rather than widowhood. There was no long term effects on physical health related to 
widowhood but significant age-related declines.
Bennett (1998) examined the effect of widowhood on mental and physical health, 
morale and social functioning in elderly men. A number of assessments were taken 
before widowhood and four years after widowhood and these were compared to age- 
matched still-married controls. There appeared to be a significant impact of 
widowhood on mental health and in particular levels of anxiety and depression in men. 
There was no age relate declines in mental health. There was a significant decline in 
morale for recently widowed men compared with pre-widowhood levels and with still- 
married men and these were not matched by age related declines. Physical health also 
declined but appeared to be an effect of ageing. There was a significant decrease in 
social functioning pre and post bereavement and significant differences in social 
engagement between the widowed and still-married men. Men who had been widowed 
were also compared with single men but a small sample made it difficult to draw 
conclusions regarding whether the above findings were related to the bereavement 
itself or the transition to single status. Bennett (1998) suggested that because the 
transition to single status appeared to be an important effect of bereavement for 
women (Bennett, 1996) and because other studies have found single status relates to 
poor outcome in elderly men (for example, Lauer, Lauer, & Kerr, 1990) it is possible 
that transition to single status may affect men following widowhood.
Bennett (1997) concluded that the effects of bereavement in later life are more marked 
and prolonged than perhaps previously recognised. The above studies have attempted 
to examine ‘the normal experience’ for older people following bereavement. However, 
research has also identified that there is likely to be a proportion of older people who 
experience significantly more difficulties in coping with bereavement.
Abnormal or Complicated Grief in Older People
Lund, Dimond, Caserta, Johnson, Poulton and Connelly (1985) identified that of 138 
participants, 25 (18%) were experiencing difficulties two years following 
bereavement, identified by a scale measuring perception of stress, coping and
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depression. Those who were having difficulties coping with bereavement had lower 
self-esteem and experienced feelings and behaviours with greater intensity and 
frequency early after the bereavement. Conftision, a desire to die, increased crying, 
reduced activity and not being proud of how they were managing the death early after 
bereavement were the best predictors of long term coping difficulty. Those with low 
self-esteem before the bereavement were also most likely to experience the greatest 
long term difficulties.
Prigerson, Frank, Kasl, Reynolds, Anderson, Zubenko, Houck, George and Kupfer 
(1995) were able to distinguish ‘complicated grief from depressive symptoms in 
elderly bereaved spouses. Symptoms that constituted complicated grief included 
searching, yearning, preoccupation with thoughts of the deceased person, crying, 
disbelief regarding the death, feeling stunned by the death and lack of acceptance 
regarding the death. Complicated grief was associated with enduring functional 
impairments in sleep, mood, self-esteem and global functioning.
Influential Factors on the Bereavement Process in Older People
Research suggests that elderly men and women react differently to widowhood. The 
impact on men’s mental and physical health appears greater than among women, 
despite widowhood being a more common event for elderly women (Bennett, 1998). 
Men were also likely to reduce their social participation following widowhood 
whereas this remained stable for women (Bennett, 1996, 1998). There is also evidence 
that the quality of marriage impacts on spousal bereavement (Grimby, 1993; Parkes,
1992). The level of social support available to the survivor appears important and 
social ties such as membership of a church or temple appears to buffer stress (Siegel & 
Kuykendall, 1990). High levels of self-esteem also appear to be important in effective 
coping following bereavement (Johnson, Lund, & Dimond, 1986).
Multiple Losses
Older people are more likely to experience multiple losses and multiple bereavements 
(Garrett, 1987). This can decrease the number of relationships and support networks of 
an older adult making them feel more isolated and less able to cope with losses
PsychD in Clinical Psychology 118
Older Adult Essay
(Garrett, 1987). Kastenbaum (1969, cited from Garrett, 1987) described ‘bereavement 
overload’ that is “an overwhelming grief precipitated by the occurrence of multiple 
losses with little allowance for separate grieving time”. For example, elderly widows 
are vulnerable to bereavement overload as they may experience loss of social identity, 
loss of practical support, loss of social support, reduction in income and may have to 
make changes such as moving house (Garrett, 1987). Despite multiple losses being 
well recognised as a common occurrence in older people there has been little empirical 
research examining the impact of multiple losses in this population.
Evaluation of Bereavement and Loss Theories with Older People
Can the bereavement and loss theories discussed above account for the experiences of 
bereavement and loss in older people? Research has focused almost exclusively on 
spousal bereavement in older people and this makes it difficult to evaluate whether 
these theories can account for experiences following other types of loss in older 
people. Therefore the discussion below will generally focus on bereavement. To 
evaluate the theories a number of criteria by which judgements are made are 
suggested. Firstly, the theories need to be able to account for what is know about the 
experience of older people following bereavement. Secondly, they need to be able to 
account for the presence of complicated grief in some older people and thirdly they 
need to be able to account for the experience of multiple losses in older people. Each 
type of theory will be discussed in turn.
Depression Theories
Depression theories such as Freud (1917, cited from Stroebe et a l, 1993) suggest that 
resolving grief involves withdrawing emotional energy from the deceased so it can be 
reinvested in a new relationship. One of the differences in spousal bereavement for 
older people is that they are likely to have lost a lifelong partner (Morgan, 1994). 
Therefore being able to withdraw emotional energy from the deceased and reinvest in 
a new relationship may be more challenging for older people. Furthermore, following 
widowhood, social participation remains stable for elderly women whilst declining for 
elderly men (Bennett, 1997,1998). This may suggest older people do not seek out new 
relationships and may also have fewer opportunities to form new relationships. This
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may explain why spousal bereavement has long term effects in older people (Bennett, 
1996, 1998).
In a qualitative analysis of older adult’s experiences of spousal bereavement it has 
been reported that older people appear more reluctant to change their social circles and 
external environments after a bereavement although they tend to reinvest in other 
family relationships (Anderson & Dimond, 1995). Depression theories may therefore 
imply that grief becomes chronic in older people who may not be able to reinvest in 
new relationships. However, it is difficult to see how depression theories may account 
for the experience of multiple losses.
Stage Theories
One of the strengths of stage theories is that they are descriptive (Stroebe et a l, 1993). 
Clinical descriptions of older people’s experiences following bereavement do appear ? 
to offer some support to stage theories. For example, Grimby (1993) described how 
the intensity of emotions decreased over time following a bereavement. Anderson and 
Dimond (1995) found immediately following bereavement older people described 
feelings of shock and disbelief, followed by deep and pervasive sadness, with a 
decrease in intensity of these feelings over time. However, other research has offered 
no empirical support for stage theories. For example, in a cross-sectional study, 
Bierhals, Prigerson, Fasiczka, Frank, Miller and Reynolds (1995) found there was no 
pattern of heightened symptomatology initially after bereavement and no temporal 
patterns or discernible stages of symptomatology over time.
One of the difficulties with stage theories is that they are in danger of becoming 
normative and prescriptive (Martin & Weston, 1998). They also fail to propose 
specific mechanisms through which loss or bereavement may influence subsequent 
experiences. This makes it difficult for them to account for diversity of outcomes in 
response to bereavement (Wortman et a l, 1993). Stage theories appear to propose that 
everyone will go through the same stages and process following a loss or bereavement. 
However, research suggests grieving is a highly individualised process with significant 
interpersonal variability in coping (Caserta & Lund, 1993). This would appear
PsychD in Clinical Psychology 120
Older Adult Essay
particularly true for older people who may be coping with a unique pattern of multiple 
and indiscreet losses. At a basic level research has shown elderly men appear to 
experience worse outcomes following bereavement than elderly women (Bennett, 
1998). Research has also shown that different losses will bring about different 
reactions. For example, Reich, Zautra and Guamaccia (1989) found that older people 
who had experienced recent disability and older people who had experienced recent 
bereavement differed significantly on levels of short term distress, depression, anxiety 
and long term psychological distress. Stage theories appear to find this variability 
difficult to account for. Stage theorists have argued that the stages are not linear so 
people can miss stages and return to previous stages (Parkes, 1996). However, this 
makes the theories almost impossible to test empirically (Kato & Mann, 1999).
Stage theories would appear to find it difficult to explain the experience of multiple 
losses or bereavements in older people. None of the stage theories appear to explain 
how multiple forms of grief in relation to multiple simultaneous and accumulated 
losses fit into the stages proposed and how progression through the stages in relation 
to one loss would be affected by emotional responses in reaction to other losses. Stage 
theories would suggest a certain amount of time is required for the individual to move 
successfully through each stage (Worden, 1991). However, with multiple losses the 
time between losses is insufficient to enable sufficient completion of grief for each 
loss, therefore compounding the experience (Biller & Rice, 1990). Stage theories also 
contain the idea that ‘recovery’ is reached by completing the stages (Worden, 1991). 
However, ongoing multiple and accumulated losses as experienced by older adults 
may compound recovery.
Stress Theories
One of the strengths of stress theories is that they appear to account for variability in 
grief reactions in older people (Wortman et a l, 1993). They would suggest that 
individuals who appraise themselves to have fewer coping resources than the situation 
demands will experience stress which in turn will affect mental and physical health 
(Lazarus & Folkman, 1984). There appears to be some empirical support for this 
concept with older people. For example, Johnson et a l, (1986) found that persistent
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stress was associated negatively with coping one year after bereavement in older 
people. Furthermore, these theories may suggest that multiple losses would exceed 
coping resources, make the experience of disequilibrium ongoing and make continual 
readjustment necessary, which would create vulnerability to stress (Wortman et a l,
1993). This may have implications for complicated grief. One of the difficulties for 
stress theories are that not all older people will experience distress or disequilibrium 
following loss and even those with few coping resources and excessive demands will 
not show significant stress (Lund, Caserta, & Dimond, 1989).
Cognitive Theories
Cognitive theories suggest that experience of bereavement will depend on the meaning 
assigned to the loss by the individual. This can account for the variability in response 
to loss and why some people do not resolve their grief and some do not become 
intensely distressed (Wortman et a l, 1993). This also explains why some older adults 
who appear to have considerable coping resources may still be vulnerable to loss 
(Wortman et a l, 1993). Complicated grief would be predicted to arise when an older 
adult cannot incorporate the experience into their existing beliefs and assumptions 
about the world. Multiple losses can be seen to invalidate the assumptions that make 
up at individual’s internal world. The outcome of multiple losses will depend on how 
easily the experience can be incorporated into an individual’s existing system of 
beliefs and expectations about the world (Wortman et a l, 1993).
Treatment Implications
All the loss and bereavement theories have a number of treatment implications. These 
are reviewed below in relation to older people.
Depression Theories
Depression theories would suggest interventions need to work on the bereaved 
person’s ambivalent feelings towards the deceased, resolving self-blame for the loss 
and encouraging and helping the bereaved to reinvest their emotional energy in a new 
relationship (Kato & Mann, 1999). For older people this may include helping the 
individual to replace support systems. However, research has found that following
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spousal bereavement social support plays only a modest role for older people 
(Dimond, Lund, & Caserta, 1987).
Stage Theories
Stage theories would suggest interventions need to facilitate the bereaved person 
progressing through the stages of loss. This would involve helping the person work 
through or process the negative emotions associated with the loss that would lead to 
the final stages and resolution of grief (Kato & Mann, 1999). However, it maybe 
important to consider that this may be a longer and more uneven process for older 
people if  they are experiencing multiple losses or bereavements, if  their support 
network and coping resources are limited and if they have lost someone who was a 
lifelong companion (Morgan, 1994).
Stress Theories
Stress theories would imply that helping people to see the loss or bereavement as 
within their coping abilities and to appraise the event in a way that they can cope with 
it would appear useful in reducing stress and helping people through bereavements 
(Kato & Mann, 1999). Johnson et a l, (1986) found that positive self-evaluations and 
perceived coping ability were found to significantly reduce stress in older people. 
Developing adaptive behaviours, coping resources and coping skills may also help. 
The difficulty with this approach with older people is that they may genuinely have 
limited coping skills and resources. However, Caserta and Lund (1993) found that 
self-help groups aided older people deficient in intrapersonal resources and 
emphasising ways in which they could effectively use the strengths they already 
possessed to facilitate adaptation was useful.
Cognitive Theories
Cognitive theories imply that addressing people’s appraisal of the loss is important 
(Kato & Mann, 1999). They would also suggest that interventions may need to help 
people incorporate the loss into their assumptions regarding the world and adapt their 
world view to incorporate loss and bereavement experiences (Wortman et a l 1993). 
This may be facilitated by helping an individual achieve insight into their experiences.
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An intervention may therefore be based on cognitive therapy to help the individual 
adapt beliefs about the world and adjust cognitive appraisals (Kato & Mann, 1999). 
However, older people may find it difficult to adjust life long held assumptions and 
beliefs regarding the world. This may also be difficult for someone who is 
experiencing cognitive decline or memory losses. Differing values between 
generations may also need to be considered (Fasey, 1990).
Conclusions
Recent research has shown that the effects of loss and bereavement for older people 
are probably more profound than previously thought. Theories of loss and 
bereavement have both strengths and weaknesses in describing and explaining the 
experiences of older people. The challenge for such theories appears to be to 
incorporate and reflect the individual nature and variation of experiences and more 
complex experiences such as multiple losses. The experiences of older people 
following loss and bereavement appear to imply that effective interventions are 
important for this population. Although theories of loss and bereavement all have 
treatment implications there has been limited research developing and evaluating 
effective interventions for older adults. Interventions will need to be guided by the 
individual nature of grief, the different meanings individuals assign to loss and the 
coping resources they have available. Perhaps the main challenge when thinking about 
loss and bereavement in older people is to remain open minded as to what may 
constitute ‘normal’ experiences and to incorporate this within theories, interventions 
and research.
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Summary of Clinical Experience
Adult Mental Health Placement
ADULT MENTAL HEALTH CORE PLACEMENT
Year One
NHS Trust: Surrey Oaklands NHS Trust
Location: Leatherhead, Surrey
Supervisor: Dr Angela Devon
Dates of Placement: 14 October 1998 to 02 April 1999 
Base/Settings: Community Mental Health Team
Client Demographics:
Individual Work: 17 clients (9 male, 8 female) ranging in age from 18 to 64 years.
1 client from South America, 1 client from travelling background/culture, 1 client with 
congenital blindness.
Group Work: 5 clients (2 male, 3 female) ranging in age from 33 to 51 years. 
Presenting Problems:
Individual Work: Anxiety, depression, panic attacks, claustrophobia, medical and 
illness phobia, bereavement, somatic complaints (migraines, sleep disturbance, 
irritable bowel syndrome), adjustment difficulties, relationship difficulties, overeating, 
survivor of physical/sexual abuse, erectile dysfunction, post traumatic stress disorder, 
suicidal ideation, manic depression, psychosis, neuropsychological assessment and 
cognitive assessment.
Group Work: Stress management group. Clients presented with anxiety and 
depression.
Observed Work: Chronic psychotic illness, severe depression (home visits with 
Community Psychiatric Nurse (CPN) and Intensive Outreach Worker), observation on 
an acute inpatient psychiatric ward.
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Assessment Procedures:
• Assessment interviews using mainly cognitive behavioural framework.
• Questionnaires/Inventories: General Health Questionnaire (GHQ); State Trait 
Anxiety Inventory (STAI); Beck Depression Inventory (BDI); Beck Anxiety 
Inventory (BAI); Hospital Anxiety and Depression Scale (HADS), Post-traumatie 
Stress Diagnostic Scale (PDS).
• Cognitive/Neuropsychological Assessments: Wechsler Adult Intelligence Scale - 
Revised (WAIS-R), Wechsler Memory Scale - Revised (WMS-R), Adult Memory 
and Information Processing Battery (AMIPB).
Interventions:
• Cognitive behavioural therapy.
• Behavioural therapy.
• Psychoeducation.
• Supportive counselling.
• CBT based group work.
• Neuropsychological and cognitive assessment.
• Psychodynamic models used in supervision.
Settings:
• CMHT
• Acute inpatient psychiatric ward
• Home visits
Other Experience:
• Attended relevant meetings including psychology department meetings, CMHT 
business, allocation and audit meetings, CMHT staff support meetings, CMHT 
seminars, community psychology meetings.
• Attended CBT for Psychosis workshop by David Fowler.
• Presentations to psychology department and CMHT on CBT for psychosis.
• Supervision by a neuropsychologist for neuropsychological assessment and report 
writing.
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Carried out service related research project regarding the use of risk assessments in 
the CMHT.
Shadowed CPN on ‘duty’ service.
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Summary of Clinical Experience
People with Learning Disabilities Placement
PEOPLE W ITH LEARNING DISABILITIES CORE PLACEMENT
Year One
NHS Trust: Thames Gateway NHS Trust
Location: Rochester, Kent
Supervisor: Stephanie Wood
Dates of Placement: 21 April 1999 to 01 October 1999
Base: Community Learning Disability Health Team
Client Demographics:
Individual Work: 10 clients (6 female, 4 male) ranging in age from 14 years to 90 
years. 1 client from Pakistan and with deafness.
Group Work: 6 clients (all female) ranging in age from 19 to 40 years.
Presenting Problems:
Individual Work: Autism, challenging behaviour, relationship difficulties (with peers 
and family), obsessive compulsive disorder, anger management, bereavement, 
depression, trauma experiences, encopresis, anxiety, dementia, suicidal ideation, 
eating disorder, assessment of cognitive abilities in relation to social interaction 
difficulties and daily living skills, assessment of cognitive abilities in a client with 
deafness, cognitive assessment in relation to parenting abilities.
Group Work: Women’s art group for clients with a range of difficulties including low 
self-esteem, relationship difficulties, survivors of abuse, anxiety, depression, self-harm 
and suicidal ideation.
Observed Work: Psychotic illness (observation of psychiatric clinic), enhanced care 
day centre for clients with multiple and profound disabilities, special needs nursery.
Assessment Procedures:
• Assessment interviews with clients, families and staff using behavioural and 
cognitive-behavioural frameworks.
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• Questionnaires/Inventories: self-esteem measure.
• Formal Assessments: Letter, Wechsler Adult Intelligence Scale - Revised (WAIS- 
R), British Ability Scales, BP VS.
• Functional analysis.
• Observation.
Interventions:
• Cognitive behavioural approaches.
• Behavioural approaches.
• Non-directive psychotherapeutic group work.
• Supportive counselling.
• Psychometric assessment.
• Consultation with carers, staff and other professionals.
Settings:
• Community Team for People with Learning Disabilities.
• Home visits.
• Group/care/residential homes.
• Day Centres.
• Child and Family Centre.
Other Experience:
• Presentation to Learning Disability Directorate on women’s art group.
• Attended relevant meetings including Child Special Needs Team allocation and 
business meetings, speciality meetings for psychologists in the Learning Disability 
Directorate, learning disability SIG Meeting, joint Learning Disability Team 
meeting, monthly journal clubs.
• Visits to special needs nursery, access to employment service, social education 
centre, special education school.
• Liaison with staff at specialist services for people with autism.
• Observation of psychiatrist and community nurse.
PsychD in Clinical Psychology 133
Summary of Clinical Experience
Child and Adolescent Placement
CHILD AND ADOLESCENT CORE PLACEMENT
Year Two
NHS Trust: Surrey Hampshire Borders NHS Trust
Location: Guildford, Surrey
Supervisor: Dr Olwen Wilson
Dates of Placement: 13 October 1999 to 24 March 2000
Base: Child and Family Consultation Service (CAMHS Team)
Child Development Centre (CDC)
Client Demographics:
Individual Work: 15 clients (4 female, 11 male) ranging in age from 3 to 16 years.
1 client was from a mixed race background.
Group Work: Social skills group for boys with Asperger’s Syndrome. 6
clients (all male) ranging in age from 8 to 10 years.
Group for parents of children with Attention Deficit 
Hyperactivity Disorder (ADHD). 5 mothers of 4 males and 1 
female, ranging in age from 6 to 7 years.
Presenting Problems:
Individual Work: Obsessive-compulsive behaviour in a client with moderate learning 
disabilities, anger management, social communication difficulties, enuresis, 
attachment difficulties, headaches, anxiety, adjustment to mother’s chronic illness, 
school refusal, eating problems, sleep difficulties, ADHD, cognitive assessment, 
developmental assessment.
Group Work: Asperger’s Syndrome, social communication difficulties, social skills 
training. Parenting children with ADHD and behavioural difficulties.
Observed Work: CDC clinic, playgroup for children with special needs, joint autism 
assessment by Clinical Psychologist and Speech and Language Therapist, group for 
parents with infants with diagnoses such as Down’s Syndrome.
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Assessment Procedures:
• Assessment interviews using mainly cognitive behavioural and behavioural 
frameworks.
• Family interviews.
• Questionnaires/Inventories: Strengths and Difficulties Questionnaire, Conners’ 
Rating Scales.
• Cognitive/developmental assessments: Wechsler Intelligence Scale for Children - 
III (WISC-III), Wechsler Objective Reading Dimensions (WORD), McCarthy 
Scales of Children’s Abilities, Merrill-Palmer Scale of Mental Tests.
• Observation including school observation.
Interventions:
• Cognitive behavioural therapy.
• Behavioural therapy.
• Psychoeducation.
• Systemic approaches.
• Externalising/narrative approach.
• Cognitive/developmental assessment.
Settings:
• CAMHS.
• CDC clinic.
• Home visits.
• School visits.
Other Experience:
• Attended relevant meetings including child psychology meetings, CAMHS team 
meetings, CDC team meetings. Child SIG meeting.
• Monthly reading seminars/journal clubs.
• Case presentation to child psychology meeting.
• Attended training day on young people and drugs and training on OCD.
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Observation of Health Visitor consultation session and physiotherapy sessions 
within CDC.
Visits to respite care home for children with special needs, ASD school, severe 
learning difficulties school.
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EATING DISORDERS SPECIALIST PLACEMENT
Year Two
NHS Trust: Boumewood Community and Mental Health NHS Trust
Location: Chertsey, Surrey
Supervisors: Dr Nihara Krause & Vicky Bumard
Dates of Placement: 13 April 2000 to 29 September 2000
Base: Eating Disorders Outpatient Service
Client Demographics:
Individual Work: 13 female clients ranging in age from 17 to 43 years.
1 male client aged 35 years.
1 client from South America, 1 client from an Asian culture. 
Group Work: Binge Eating Disorder Group: 7 female clients ranging in age
from 34 to 54 years.
Presenting Problems:
Individual Work: Anorexia Nervosa (both restrictive and bulimic subtypes). Bulimia 
Nervosa, Binge-Eating Disorder, post-natal depression, depression, anxiety, deliberate 
self-harm, suicidal ideation, substance misuse, relationship difficulties, survivors of 
abuse. Lupus.
Group Work: Binge Eating Disorder.
Observed Work: Chronic Anorexia Nervosa, Eating Disorder Not Otherwise Specified 
(ED-NOS), Multi-Impulsive Bulimia Nervosa, family therapy involving a 13 year old 
girl with Anorexia Nervosa, cookery group for clients with chronic Anorexia Nervosa.
Assessment Procedures:
• Assessment interviews using a cognitive behavioural and motivational 
enhancement framework.
• Assessment of current and past eating behaviours (for example, food diaries).
• Measurement of weight, height and Body Mass Index.
PsychD in Clinical Psychology 137
Summary of Clinical Experience
Eating Disorders Specialist Placement
• Questionnaires/Inventories: Eating Disorders Inventory-2 (EDI-2), Symptom 
Checklist-90-Revised (SCL-90-R), Beck Depression Inventory-2 (BDI-2), Clinical 
Outcome in Routine Revaluation (CORE) questionnaire.
Interventions:
• Cognitive behavioural therapy.
• Behavioural approach.
• Motivational enhancement therapy/motivational interviewing.
• Psychoeducation.
• Psycho-educational/self-help group.
• Supervised lunches.
• Supportive counselling.
Settings:
• Outpatient appointments.
Other Experience:
• Attended relevant meetings including eating disorder team meetings, training and 
academic meetings, psychology department meetings.
• Attended two service away days.
• Attended team supervision sessions facilitated by an outside supervisor.
• Presentations regarding current research and developments in eating disorders 
(feedback from BABCP conference) in eating disorder team meeting and 
psychology department meeting.
• Presentation to adolescent girls at a local boarding schools on eating disorders.
• Joint work and liaison with other team members including dietician, occupational 
therapist and nursing staff.
• Piloting CORE questionnaire.
PsychD in Clinical Psychology 138
Summary of Clinical Experience
Older Adults Placement
OLDER ADULT CORE PLACEMENT 
Year Three
NHS Trust: South West London and St George’s Mental Health NHS Trust
Location: Surbiton, Twickenham and Barnes
Supervisor: Catherine Dooley
Dates of Placement: 11 October 2000 to 23 March 2001
Base: Older Adult Psychology Department, Older Adult Community
Mental Health Team (CMHT), Older Adult Inpatient Wards, 
Day Hospital and Outpatient Service
Client Demographics:
Individual Work: 16 clients (13 female, 3 male) ranging in age from 65 to 92
years. 4 clients were from a European background.
Group Work: Adjusting to loss group: 3 clients (2 female, 1 male) ranging in
age from 75 to 92 years. Reminiscence group: 6 clients (2 
female, 4 male) ranging in age from 68 to 88 years.
Presenting Problems:
Individual Work: Depression, anxiety, bereavement, multiple losses, adjustment to 
physical health problems, adjustment to cognitive decline, relationship difficulties, 
low self-esteem. Neuropsychological assessment following a stroke, cognitive 
assessment for dementia, cognitive assessment for short-term memory problems.
Group Work: Adjusting to loss group: main presenting problems were difficulties 
adjusting to loss/multiple losses. Reminiscence group: for clients with dementia, 
organic and functional problems staying on an inpatient ward.
Observed Work: Day hospital groups, inpatient assessment ward, three clients with 
physical health problems and administration of The Middlesex Elderly Assessment of 
Mental State (MEAMS).
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Assessment Procedures:
• Assessment interviews with clients and carers using mainly cognitive behavioural 
framework.
• Questionnaires/Inventories: Hospital Anxiety and Depression Scale (HADS), 
Geriatric Depression Scale (GDS), Depression Screening Assessment.
• Neuropsychological/Cognitive Assessments: Dementia Rating Scale (DRS), 
Wechsler Adult Intelligence Scale-Ill (WAIS-III).
• Observation.
Interventions:
• Cognitive behavioural therapy.
• Reminiscence.
• Life Review.
• Neuropsychological/cognitive assessment.
Settings:
• Outpatient appointments.
• Inpatient ward.
• Home visits.
• Residential homes.
• Day centre.
Other Experience:
• Attended relevant meetings including older adult speciality meetings, psychology 
department meetings, weekly CMHT allocation and business meetings, ward 
reviews.
• Attended training and presentations including neuropsychological assessment.
• Consultation with day hospital staff.
• Presentation to CMHT regarding loss and bereavement.
• Psychology department away day.
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CHILDREN W ITH LEARNING AND DEVELOPMENTAL DISABILITIES
SPECIALIST PLACEMENT 
Year Three
NHS Trust: South West London and St George’s NHS Trust
Location: Tooting
Supervisor: Dr Maria Callias
Dates of Placement: 4 April 2001 to 21 September 2001
Base: Child Learning Disability Mental Health Team
Client Demographics:
Individual Work: 10 clients (5 male, 5 female) ranging in age from 3 to 14 years.
1 client was from a mixed race background, 1 client was from a 
Portuguese Roman Catholic background.
Observational Work: 6 clients (4 male, 2 females) ranging in age from 3 to 15 years. 2 
clients were from Asian backgrounds.
Presenting Problems:
Individual Work: Autism/autistic spectrum disorders, anxiety, self-injurious 
behaviour, language and communication difficulties, challenging behaviour. Tuberose 
Sclerosis, seizures, cerebral palsy, physical disabilities, sleep difficulties, Down’s 
Syndrome, Fragile X Syndrome, sensory processing difficulties, specific learning 
difficulties, parenting and family issues.
Clients ranged from having specific learning difficulties to having severe learning 
disabilities.
Observed Work: Pierre Robin Syndrome, ADHD.
Assessment Procedures:
• Assessment interviews.
• Questionnaires/Inventories: Conners’ Rating Scales.
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• Cognitive/Developmental assessments: Wechsler Preschool and Primary Scale of 
Intelligence - Revised (WPPSI-R), Wechsler Intelligence Scale for Children - III 
(WISC-III), Wechsler Objective Reading Dimensions (WORD), Merrill-Palmer 
Scale of Mental Tests, Vineland Adaptive Behaviour Scale, Symbolic Play Test, 
Bayley Scales II.
• Functional analysis.
• Observation.
Interventions:
• Cognitive behavioural therapy.
• Behavioural approaches.
• Systemic approaches.
• Supportive counselling.
• Cognitive/developmental assessment.
• Consultation and liaison with family and carers.
• Consultation and liaison with other professionals.
Settings:
• CAMHS.
• Home visits.
• School visits.
Other Experience:
• Attended relevant meetings including weekly child learning disability team 
meetings involving case discussion, allocation, professional development and 
business, weekly child psychology department meetings. Child SIG meetings, 
monthly child psychology professional development meetings, presentations in 
medical school.
• Presentations to the child learning disability team and child psychology department 
regarding research concerning parents with learning disabilities.
• Liaison and consultation with other networks, services and professionals including 
social services and respite care facilities.
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Involvement in the team’s multidisciplinary assessments including diagnostic 
assessments and consultations.
Visit to respite services for children with special needs, visits to five special 
educational needs schools (including moderate learning difficulties, severe learning 
difficulties, ASD school and language unit).
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ADULT MENTAL HEALTH CASE REPORT SUMMARY
Year One 
March 1999
COGNITIVE-BEHA VIOURAL ASSESSMENT AND 
INTERVENTION WITH A CLIENT REFERRED FOR 
ASSERTIVENESS TRAINING
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Reason for Referral
Mrs K. was a forty-seven year old woman referred by her GP to the Community 
Mental Health Team (CMHT) for assertiveness training.
Assessment
The assessment procedure took two sessions and involved a face to face interview 
with the client, completion of the Hospital Anxiety and Depression Scale (HAD)^ and 
Assertiveness Questionnaire and thought diaries^. The interview gathered information 
on the development of her current difficulties, her personal history, family background 
and current circumstances. Mrs K. found it difficult to say no or express her feelings to 
others, fearing negative reactions or consequences such as rejection, criticism or 
conflict if  she did. She also described a lack of confidence and self-esteem since 
childhood. Mrs K. had symptoms of anxiety (particularly social anxiety) and 
depression.
Formulation
A cognitive-behavioural model^ was used for the formulation. Mrs K.’s early 
experiences of being rejected by her parents in favour of her younger brother and 
being criticised for expressing her needs led Mrs K. to develop core beliefs that she 
was unlovable, worthless and inadequate. Based on these beliefs she developed 
dysfunctional assumptions, particularly that if she did what everyone else wanted and 
did not show others the real her she would be loved. Mrs K. was rejected by her son’s 
father and another long-term partner. These critical incidents meant her assumptions 
could not be met and confirmed her core beliefs that she was unlovable, which led to 
depressive symptoms. Her current unhappiness in her job and marriage (and the
' Zigmond, A. S., & Snaith R. P. (1993). The hospital anxiety and depression scale. Acta Psychiatrica 
Scandinavia, 67, 361-370.
 ^Powell, T. (1992). The mental health handbook. Winslow Press.
 ^Fennell, M. J. V. (1997). Low self-esteem: A cognitive perspective. Behavioural and Cognitive 
Psychotherapy, 25, 1-25.
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possibility of rejection) were situations in which her assumptions may not be met 
again and these activated her core beliefs and led her to generate negative predications 
about her interactions with others, which led to anxiety. Her anxiety led her to engage 
in non-assertive, passive behaviour, avoidance of social situations, self-monitoring and 
monitoring the reactions of others. Perceptual and interpretation biases confirmed her 
predictions, which in turn led to self-criticism and depression and confirmation of her 
core beliefs.
Intervention
Intervention followed a cognitive-behavioural therapy (CBT) approach aimed at four 
levels. At the symptom level: psycho-education, skills training, graded tasks, graded 
exposure and eliminating safety behaviours were used. At the negative automatic 
thoughts level: negative automatic thoughts, cognitive processing errors, perceptual 
and interpretation biases were identified and challenged. At the dysfunctional 
assumptions and core beliefs level: dysfunctional assumptions and beliefs were 
challenged and more realistic and helpful alternatives were explored, a more positive 
self-image and self-acceptance was facilitated. At the early experiences level: possible 
re-interpretations of early experiences were explored. Intervention lasted five sessions 
with a later follow-up session. Homework tasks were completed between all sessions.
Outcome
Mrs K. engaged well in the intervention and was highly motivated. Her score on the 
HAD decreased for both anxiety and depression. There was an increase in her score on 
the Assertiveness Questionnaire indicating a higher level of assertiveness and she 
rated feeling comfortable being assertive in more situations. Mrs K. reported examples 
of her being more assertive. She reported feeling less anxious in social settings. She 
had been able to enjoy some social situations and had greater enjoyment at work. She 
reported feeling happier with increased self-esteem. However, there were ongoing 
marital difficulties and her husband appeared to have reacted negatively to Mrs K. 
being more assertive.
PsychD in Clinical Psychology 146
Case Report Summary
People with Learning Disabilities
PEOPLE WITH LEARNING DISABILITIES 
CASE REPORT SUMMARY
Year One 
September 1999
A WOMEN’S ART GROUP FOR SIX WOMEN WITH 
MILD LEARNING DISABILITIES
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Background to the Group
A number of cognitive-behavioural groups were run for clients with learning 
disabilities within the Learning Disability Service. These were structured and directive 
groups helping clients to learn skills such as anger management, assertiveness and 
social skills. An outcome from these groups was that a proportion of the clients invited 
to attend had difficulties engaging in particualr activities or the group as a whole. 
These clients appeared to be particularly vulnerable with mental health problems, 
chronic low self-esteem and a lack of confidence. It was hypothesised that these 
groups may be too directive or confrontational for these clients and may reinforce their 
low self-esteem by focusing on skills they need to develop. Therefore a new group 
approach aimed at engaging these clients was piloted.
Participants of the Group
Six women with mild learning disabilities attended the group. They ranged in age 
from 19 to 40 years and all experienced mental health problems including depression, 
anxiety, suicidal ideation and self-harm. Four clients had experienced abuse from 
either parents or carers, including physical, emotional and sexual abuse.
Assessment
Assessment interviews were not completed with group members as they were all well 
known to the team. There was a discussion with each client about the group to 
ascertain their motivation to attend. In the first group session clients completed a self- 
esteem measure that had been devised specifically for clients with learning disabilities 
by the Learning Disability Service. This measure was repeated in the final group 
session.
Formulation
A formulation was developed using Social Role Valorisation (SRV) Theory % which 
draws on societal reaction and labelling theories. It suggests that people with
* Wolfensberger, W,, & Tullman, S. (1982). A brief outline o f the principle o f normalization. 
Rehabilitation Psychology, 27, 131-145.
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disabilities are labelled by society and seen as deviant, their characteristics and 
behaviour are then largely determined by the way society reacts to them once they 
have been labelled. SRV was used as a guide to understanding the factors that may 
have influenced the development of common difficulties for the group members. It 
was hypothesised that having a learning disability and associated difficulties such as 
physical and speech and language problems led to an individual being seen as deviant 
and devalued by society. Individuals therefore experienced negative social reactions 
and behaviours from others, such as abuse and rejection. This led to an individual 
fulfilling the role and expectations given by society which in turn maintained the 
devaluation by society. This influenced the individual experiencing further difficulties 
such as low self-esteem, a poor self-image and a sense of helplessness, which in turn 
led to the development of mental health problems and emotional distress. These were 
maintained by continued low self-esteem, maladaptive coping strategies such as self- 
harm, a lack of appropriate coping strategies, a lack of supportive relationships, 
stressful living environments and ongoing devaluation fi*om others. The individual 
therefore fulfilled the role and expectations society gave them, which continued to 
maintain their difficulties and reinforced devaluation by society.
Intervention
The group intervention was aimed at the individual rather than societal level. The aim 
of the group was to help clients establish a more positive view of themselves and 
increase self-validation, through providing a space in which clients could reflect on 
and experience discovery, choice, decision-making, empowerment, self-expression 
and self-exploration. It was hoped this would help clients begin to have more ability to 
challenge devaluation. The group aimed to achieve this by using methods such as 
group discussion of difficulties and experiences, art activities and the experience of 
being in a group with others. The ethos of the group was non-judgmental, 
unconditional, without expectations and non-directive. There were no evaluations or 
judgements made on what was done in the group and no group goals. The group ran 
for eight sessions and involved three art activities (decorating a mirror, tile and picture 
frame) and topics discussed (as decided by the group members) included relationships, 
trust, self-esteem, self-image, assertiveness, depression and self-harm.
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Outcome
There was a good attendance rate and all but one client completed the group, possibly 
indicating that this type of group may be useful for clients who had not been able to 
remain in or engage in groups previously. As the group progressed most clients 
appeared to increase their verbal participation and showed increased confidence in 
making decisions and choices and expressing what they wanted. Four group members 
completed the self-esteem measure pre and post group. Three had increased scores at 
post-intervention indicating increases in self-esteem. One had a decreased score 
indicating a fall in self-esteem. The other two group members were absent at the final 
session and did not complete the measure. The group was evaluated through the use of 
a specifically designed questionnaire. Responses and comments were generally 
positive indicating that the group members had found the group a positive experience. 
All group members suggested that there should be more groups like this and some 
wanted to know if there would be another group and if they could join it.
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CHILD & ADOLESCENT CASE REPORT SUMMARY
Year Two 
March 2000
A DEVELOPMENTAL ASSESSMENT OF A FIVE YEAR OLD GIRL 
WITH MOVEMENT DISORDER REFERRED WITH ATTENTION
DIFFICULTIES
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Reason for Referral
A Consultant Neuropaediatrician referred five year old Tina to a Clinical Psychologist 
working within a Child Development Centre (CDC). The referral requested advice 
regarding Tina’s cognitive problems of “listening and following”.
Background
Tina was bom prematurely at 28 weeks and was delivered by emergency caesarean 
because the cord was around her neck causing foetal distress. She required special care 
for hypoglycaemia following her birth but recovered well and made good progress in 
infancy. She was seen again in the CDC aged three and a half years due to co­
ordination difficulties and various diagnoses of cerebral palsy were considered. She 
was referred to a Physiotherapist for help with weight bearing and balance on her left 
side and also to an Occupational Therapist for fine motor difficulties. Tina was 
diagnosed as having a movement disorder with particular problems on her left side.
The Consultant Neuropaediatrician observed that it was difficult to gain Tina’s 
attention and she had difficulties concentrating on a task. She also had difficulties 
listening, she was distractible and did not follow instmctions. A referral was therefore 
made for a psychological assessment in relation to these attention difficulties.
Assessment
Information was gathered from a number of sources including: a parental interview 
regarding Tina’s history and parental perceptions of her current difficulties; a 
cognitive-developmental assessment using the McCarthy Scales of Children’s 
Abilities (MSCA)^ to gain a fuller profile of Tina’s cognitive abilities; observation of 
Tina’s behaviour during the assessment; a school observation; an interview with her 
class teacher and information from CDC case notes. Three sessions were used to 
complete the assessment. The results from the MSCA showed that Tina had an overall 
low average to below average range of scores in relation to children of a similar age. 
Her General Cognitive Index, verbal, perceptual-performance and quantitative scale
* McCarthy, D. (1972). Manual fo r  the McCarthy scales o f  children’s abilities. New York: The 
Psychological Corporation.
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indices fell within the low average range and her memory and motor scale indices fell 
within the below average range.
Formulation
Factors that appeared to pre-dispose Tina to having attention difficulties appeared to 
include biological factors related to her premature birth and neo-natal history, parent- 
child factors related to attachment and ‘over-protective’ parenting as a result of her 
early experiences and psychological factors such as Tina’s high levels of anxiety 
leading to distress. Although Tina’s performance on the MSCA indicated she had no 
general cognitive delay or learning disabilities she did have cognitive deficits in 
processing and recalling sequences and in short term memory for verbal information 
that could make her vulnerable to attention difficulties. Precipitating factors that 
appeared to trigger the current concerns were Tina beginning pre-school and then 
moving to primary school where her difficulties were more noticeable due to 
situational demands. This also involved separation fi-om her parents which she 
appeared to find particularly distressing initially. Factors that appeared to maintain 
Tina’s attention difficulties appeared to include demands at school, receiving attention 
and assistance when she was off task which appeared to positively reinforce this 
behaviour and task avoidance which appeared to act as a negative reinforcer. Low self- 
esteem and her apparent lack of confidence in some of her abilities appeared to result 
in Tina not paying attention or attempting tasks she thought she could not do. 
Frustration and tiredness also appeared to maintain off task behaviour. However, Tina 
also had a number of protective factors including positive family and school 
environments, good social skills, good imaginative play skills, verbal fluency and 
good physical health.
Recommendations & Outcome
A psychological report containing the results and recommendations from the 
assessment was distributed to Tina’s parents, school, referrer and GP and was 
available to other professionals working with Tina within the CDC. Verbal feedback 
was given to Tina’s parents and class teacher. A number of recommendations to help 
improve Tina’s attention skills were made including: Tina receiving instructions and
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explanations in short concrete phrases, with pauses in between to allow her to process 
each part; giving a limited number of instructions or explanations at one time (a 
maximum of two had been found to be best in the classroom); checking with Tina that 
she understood and remembered instructions before beginning a task; giving clear 
expectations regarding task and situational demands such as when she was expected to 
work independently. It was recommended that visual cues were used to help Tina 
remember sequences of instructions rather than relying on verbal information alone 
and these would also allow her to refer back to the information rather than relying on 
auditory memory alone. Specific games and activities were recommended to help 
improve Tina’s perceptual skills, memory skills and knowledge of word meanings. 
Strategies to increase Tina’s self-esteem were also recommended to help her persist 
and remain on task, such as the use of encouragement, praise and positive 
reinforcement. A referral to audiology for Tina to have her hearing checked and a 
repeat cognitive-developmental assessment in one years time were also recommended.
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EATING DISORDERS CASE REPORT SUMMARY 
(SPECIALIST PLACEMENT)
Year Two 
September 2000
MOTIVATIONAL ENHANCEMENT THERAPY WITH A THIRTY- 
FOUR YEAR OLD WOMAN WITH ANOREXIA NERVOSA
PsychD in Clinical Psychology 155
Case Report Summary
Specialist Placement - Eating Disorders
Reason for Referral
Mrs M. was a 34 year old woman referred by her GP to the Eating Disorders Service 
with weight loss, amenorrhea and an “abnormal eating habit”.
Assessment
Assessment consisted of an assessment interview using the Eating Disorders Service 
interview schedule, completion of the Eating Disorder Inventory-2 (EDI-2)% Symptom 
Checklist-90-Revised (SCL-90-R)^ and measurement of Body Mass Index (BMI). Mrs 
M. had been restricting her food intake following the birth of her third child two and a 
half years ago, after which she suffered post-natal depression. She had lost 
approximately two stone in weight and had a BMI of 17.5 (underweight range). The 
interview gathered information on her eating and weight history and the development 
of the problem, motivation to change, family background, personal history and current 
circumstances. From the information gained Mrs M. appeared to fulfil the criteria for 
Anorexia Nervosa (AN) - restricting subtype.
Formulation
Task’s (2000)^ Integrated Model of Eating Disorders was used as a basis for 
formulation. This suggests that eating disorders are multifactorial and involve 
biological, psychological and socio-cultural factors. Mrs M.’s early relationship 
experiences, with her mother who was domineering and her father who was 
uninvolved, appeared to lead to her developing low self-esteem and as compensatory 
behaviours a drive for perfection and control. These appeared to act as a pre-disposing 
factor to the development of AN. Furthermore, her mother’s constant dieting may have
 ^Gamer, D. M. (1991). Eating disorders inventory-2: Professional manual. Odessa, Florida: 
Psychological Assessment Resources.
 ^Derogatis, L. R. (1994). Symptom checklist-90-R: Administration, scoring and procedures manual. 
Minneapolis, Minnesota: National Computer Systems.
 ^Lask, B. (2000). An Integrated Model o f  Eating Disorders. Keynote address presented at BABCP 
Conference, London.
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reinforced socio-cultural ideas that ‘thin is good’ and possibility indicated some 
genetic vulnerability to developing an eating disorder. Her early experiences, such as 
her parents’ divorce, her mother’s sudden death and her pregnancy at sixteen, 
appeared to make her vulnerable to situations involving loss or a sense of loss of 
control. The main trigger for the AN appeared to be the birth of her third child 
followed by post-natal depression, which appeared to make Mrs M. feel out of control 
and like a failure. The AN was maintained through initial successes at dieting and 
weight loss, provision of feelings of control and achievement, provision of attention 
and concern from others and it became a coping strategy that helped Mrs M. deal with 
stressful situations and avoid difficult emotions.
Intervention
Intervention followed a Motivational Enhancement Therapy (MET) approach that 
combines the theoretical model the Transtheoretical Model of Change"  ^with the 
therapeutic style of Motivational Interviewing^. This approach was used as Mrs M. 
expressed ambivalence regarding making changes and identified important functions 
AN was serving for her. MET therefore aimed to explore Mrs M.’s ambivalence, help 
increase her motivation to change and help facilitate movement from the 
contemplation stage of change through the preparation, action and maintenance stages. 
Each stage had different aims and therefore used different techniques, such as 
psychoeducation regarding AN, cognitive and affective re-evaluation in regard to AN, 
externalisation of AN, introducing practical behavioural strategies to support 
increasing food intake, for example, planning rewards, anxiety management 
techniques and seeking support, developing new skills and strategies and relapse 
prevention. Regular weighing and monitoring of food intake through food diaries were 
also part of the intervention. Homework tasks were completed between all sessions.
Prochaska, J. O., & DiClemente, C. C. (1992). The transtheoretical approach. In J. C. Norcross & M. 
R. Goldfried (Eds.), Handbook o f  psychotherapy integration. New York: Basic Books.
 ^Miller, W. R., & Rollnick, S. (1991). Motivational interviewing: Preparing people to change 
addictive behavior. London: The Guilford Press.
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Intervention continued for eight sessions, following which ongoing support was 
provided by a Community Psychiatric Nurse to help support Mrs M. in continuing 
with the changes she had already made.
Outcome
Mrs M. showed decreases in scores on a number of the subscales on the EDI-2 post­
intervention, indicating decreases in severity of symptoms. On the SCL-90-R there 
were decreases on the interpersonal-sensitivity and anxiety dimensions indicating a 
decrease in these symptoms. There were increases in the global severity index and six 
other dimensions. There appeared to be decreases in a range of eating disorder 
symptomatology but an increase in other psychological symptomatology, possibly 
indicating that recovery from AN raised other difficult issues for Mrs M. The AN 
appeared to provide a way for Mrs M. to suppress difficult feelings and therefore by 
making changes some of these feelings may have been released, for example, Mrs M. 
made a disclosure of childhood sexual abuse during the sessions. Ongoing therapeutic 
work would appear important in continuing to focus on some of these issues in more 
detail. Mrs M.’s weight increased by half a stone to a BMI of 18.5 (borderline on the 
normal range) and her food diaries showed an increase in both the quantity and variety 
of foods eaten. Mrs M. appeared to have moved from the contemplation stage to the 
action stage in the stages of change model in that she was now actively engage in 
trying to overcome her AN and her motivation to change appeared to increase 
throughout the intervention.
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OLDER ADULT CASE REPORT SUMMARY
Year Three 
March 2001
NEUROPSYCHOLOGICAL ASSESSMENT OF A SEVENTY-SIX 
YEAR OLD WOMAN FOLLOWING A STROKE
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Reason for Referral
Mrs A. was a 76 year old woman referred for a detailed cognitive assessment by a 
Consultant Neurologist. Mrs A. had suffered a stroke approximately one year ago. The 
stroke involved multiple infarcts in the right internal capsule, right occipital lobe and 
left parietal lobe. Following the stroke she had experienced paralysis on her left side, 
which had recovered, but she continued to reported hemispatial neglect of the left 
visual field. Mrs A.’s presenting difficulties were a lack of concentration and failure to 
recognise familiar places and faces. She had also experienced long-term marital 
difficulties which had been causing her more distress since the stroke, possibly due to 
her increased dependence on her husband.
Assessment
A neuropsychological assessment was competed in order to provide an estimate of 
Mrs A.’s current level of cognitive functioning. The assessment consisted of an 
assessment interview with Mrs A., which included a history of the presenting 
condition, medical history, educational and occupational history, family background 
and current circumstances. Mrs A. complained of feeling “spaced out”, she reported 
difficulties recognising familiar places and people, attention and concentration 
difficulties, physical and metal tiredness, sensory and motor difficulties, a reduction in 
her activity levels, a fear of being alone, feelings of anger and fiiistration and a feeling 
of loss. Information was also collected from other professionals including a 
Community Psychiatric Nurse and a Clinical Psychologist who had been involved 
with Mrs A. at the stroke unit following her stroke. A neuropsychological assessment 
was completed using The Dementia Rating Scale (DRS)* and a short-form of the 
Wechsler Adult Intelligence Scale-Ill (WAIS-III)^. The assessment continued over five 
sessions. All sessions but the initial interview took place in the client’s home due to 
her difficulties travelling.
* Mattis, S. (1988). Dementia rating scale: Professional manual. Odessa, Florida: Psychological 
Assessment Resources.
 ^Wechsler, D. (1997). WAIS-III UK: Administration and scoring manual. London: The Psychological
Corporation.
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Results of Assessment
Mrs A. appeared to be functioning within the average range at a level expected for her 
age, education and occupational background. There was no evidence of a decline in 
her cognitive functioning since her stroke. Mrs A. appeared to be orientated in time, 
place and person. She was able to concentrate successfully for short periods of time 
but found sustained attention more difficult, which was possibly related to difficulties 
with sustained visual attention. Mrs A. appeared to have weaknesses in abstract 
reasoning, discriminating essential from non-essential details and some specific 
perceptual difficulties, such as discriminating figure from background when they were 
similar colours. However, it was not clear the impact her visual difficulties were 
having on tasks involving perceptual abilities.
Conclusions and Outcome
Practical recommendations were discussed with Mrs A. regarding increasing her 
attention and concentration, gradually building up her activity levels and monitoring 
her “spaced out” feeling so she was aware of what eased it and what worsened it. It 
was recommended that Mrs A. was referred to specialist neurological services for 
further assessment and intervention regarding her apparent perceptual and visual 
difficulties. The referrer provided further follow-up to discuss possible interventions 
in more detail. Psychological support in regard to both adaptation to her difficulties 
following her stroke and marital difficulties was offered by the service.
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SERVICE RELATED RESEARCH PROJECT
Year One 
August 1999
A STUDY TO INVESTIGATE CLINICIANS’
RISK ASSESSMENT OPINIONS AND PRACTICES WITHIN A 
COMMUNITY MENTAL HEALTH TEAM
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ABSTRACT
Title.
A study to investigate clinicians’ risk assessment opinions and practices within a 
community mental health team.
Objectives.
The study aimed to investigate how risk was currently being assessed and to explore 
clinicians’ opinions of the current risk assessment form and procedures within a 
community mental health team (CMHT).
Design.
Fifteen clinicians within a CMHT, who carried out risk assessments as part of their 
role, completed a specifically designed questionnaire regarding how they assessed risk 
and their opinions of the current risk assessment form and procedures.
Results.
Thirteen clinicians (86%) said they filled in a risk assessment form for every client 
they assessed. Two clinicians said they only used a risk assessment form when risk 
factors were identified in the clinical interview. Most clinicians indicated the form was 
neither very helpful nor very unhelpful and ten (67%) suggested improvements to the 
form. Twelve clinicians (80%) said they were aware of the procedure regarding filling 
out the form, ten (67%) said they followed this. Eleven (73%) said they were aware of 
the current procedure following the identification of risk with a client and followed 
this. Ten clinicians (67%) suggested changes to the procedures and twelve (80%) said 
they would like further training on risk assessment as a team.
Conclusions. The results were discussed in terms of service and clinical implications. 
Possible changes to the current risk assessment form and procedures were suggested. 
The need for clearer risk assessment procedures and further risk assessment training 
was emphasised.
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INTRODUCTION
Risk can be defined as the likelihood of a negative event occurring (Snowden, 1997). 
Within mental health, risk is often used in relation to violence to others, suicide, 
sexual activity, offending, damage to property, verbal and physical aggression 
(Snowden, 1997).
Risks Associated with Mental Illness
Research has tended to focus on the association between mental illness and the risks of 
violence and suicide. There appears to be a rising public perception that mental illness 
is associated with violence (Bingley, 1997). However, research regarding the exact 
relationship between mental illness and violence is inconclusive. It has been reported 
that “mental disorder may be a robust and significant risk factor for the occurrence of 
violence” (Monahan, 1992), but also “the great majority of mentally ill people present 
no increased danger to others” (Reed, 1997).
Predictors of violence in those with mental illness include substance abuse (Steadman, 
Mulvey, Monahan, Clark Robbins, Appelbaum, Grisso, Roth, & Silver, 1998), 
personality disorders (Taylor & Gunn, 1999; Wallace, Mullen, Burgess, Palmer, 
Ruschena, & Browne, 1998), psychosis and affective illness often mediated by 
coexisting substance abuse (McNeil & Binder, 1995; Wallace et a l, 1998), a history 
of previous violence and hostility in mental state (McNeil & Binder, 1995) and non- 
compliance with medication (Shergill & Szmukler, 1998).
The risk of suicide with mental illness is higher than the risk of violence to others 
(Reed, 1997). The Department of Health (DoH) estimates up to 90 % of all people 
who commit suicide have some form of mental illness (DoH, 1993). Predictors of 
suicide risk in those with mental illness have been found to include being male, having 
a history of drug or alcohol abuse, having a primary diagnosis of depression, previous 
hospitalisation, non-compliance with medication (Earle, Forquer, Volo, & McDonnell, 
1994), a major increase in stressful events (Shergill & Szmukler, 1998) and recent 
discharge from hospital (Roy, 1982).
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Risk Assessment and Risk Management
Snowden (1997) suggests clinical risk management includes three steps: risk 
identification (recognising the risks in each individual), risk assessment (assessing 
each risk for frequency and severity) and risk management (developing treatment 
strategies to reduce the frequency and severity of the risks identified). This research 
will focus on risk assessment.
The Current Context of Risk Assessment Within Mental Health
There is currently a ‘spotlight’ on risk assessment with clients with mental illness, that 
appears to have been influenced by three main developments (Duggan, 1997). Firstly, 
well-publicised inquiries into violence or homicide by clients with mental illness 
(Reed, 1997), for example, the Christopher Clunis inquiry (Ritchie, Dick, & Lingham, 
1994). Secondly, the current climate of litigation (Harrison, 1997) and thirdly, the 
introduction of government guidelines such as the Care Programme Approach (CPA; 
DoH, 1990) and Supervision Register (DoH, 1994). These place more responsibility 
on professionals for the welfare of their clients and the public at large (Duggan, 1997). 
Under CPA clinicians are obliged to assess the risks people with mental illness may 
pose to themselves and others and produce a risk management plan (Reed, 1997).
The above developments may lead to an increase in defensive practice (Harrison, 
1997). Clinicians may become over-cautious in risk assessment due to concerns 
regarding litigation and media attention if an aversive event occurs. This has 
implications for the care clients receive, resources, time, paperwork (Harrison, 1997) 
and may increase stress on the clinician (Holloway, 1997).
Methods of Risk Assessment
Risk assessments with clients with mental illness generally take the form of clinical or 
actuarial methods or a combination of these. Clinical risk assessments involve making 
a clinical judgement regarding risk from a clinical interview with the client and 
possibly significant others (Ryan, 1997). This method is limited by its subjectivity and 
is open to biases (Ryan, 1997). Studies have shown clinicians over-estimate risk and 
rely on incorrect beliefs about the relationships between variables (McNeil & Binder,
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1991).
Increasing prominence and acceptance are now being given to actuarial methods to 
support clinical judgements (Monahan, 1997). This term is generally used to refer to 
statistical techniques used to predict behaviour based on empirically established 
relationships between the data and the condition or event of interest (Dawes, Faust, & 
Meehl, 1989). Studies have found actuarial approaches more accurate than clinical 
judgements and they produce lower rates of false positive and false negative errors 
(Gardner, Lidz, Mulvey, & Shaw, 1996). However, these approaches have been 
criticised for ignoring the individual and not being adaptive or dynamic to changes 
over time or circumstances (Grubin, 1997).
Assessing Risk Within Clinical Practice
The high prevalence of risk factors but the rare occurrence of acts like violence or 
suicide highlights the difficulty of accurate prediction and identification of those at 
risk using clinical assessments (Shergill & Szmukler, 1998). McNeil and Binder 
(1991) found risk assessments made by nursing and medical staff correlated 
moderately well with each other and predicted subsequent violent behaviours, 
however, there were a large number of false positives, which have implications for 
client care. This difficulty appears to be related to the problem of translating general 
research findings to the individual (Taylor & Meux, 1997).
The outcome of risk assessments may have social, economic and moral costs for 
clients, families, carers and society (Bingley, 1997). There needs to be a balance 
between the risk of harm to others and the risk to a client’s rights, freedom and well­
being (Lodge, 1997). This means achieving a balance between the number of false 
positives (those predicted to be at risk who are not) and false negatives (those 
predicted not to be at risk who are). Clinicians are increasingly finding they need to 
consider both the therapeutic needs of a client and the risk of personal criticism and 
litigation (Harrison, 1997).
Themes from mental health inquiry reports have suggested thoroughness in gaining
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information, accurate recording, team-working, communication and liaison are 
important factors in risk assessment (Reith, 1998). Borum (1996) suggests improving 
risk assessment requires improvements in assessment technology, the development of 
clinical practice guidelines and the development of training programmes. Lodge 
(1997) highlights the importance of audit in risk assessment.
The Current Study
The recent merger of trusts to form Surrey Oaklands NHS Trust meant there was no 
agreed risk assessment and management procedures across mental health services.
This prompted a review of risk assessment with a view to devising new agreed 
policies and procedures. This research focused on the current risk assessment practices 
and opinions within one CMHT. Currently, within the CMHT, the risk assessment 
procedure involved filling out a risk assessment summary form (Appendix 1). This 
form contained categories of possible risk based on research findings. The form was 
used to ensure no important area of enquiry was missed within a clinical assessment 
and to document any risk identified. However, the current procedures regarding 
completing the form and what to do following the identification of risk appeared 
unclear. There appeared to be a need to investigate how clinicians were currently 
assessing risk and how this process could be improved. The research findings would 
have important implications for developing new and agreed risk assessment forms and 
procedures and would provide feedback to the trust’s review.
AIMS AND RESEARCH QUESTIONS
The research had two main aims. Firstly, to investigate how clinicians were currently 
assessing risk within the CMHT and how the current risk assessment form and 
procedures were being used. It was considered important to discover what was 
currently occurring before making any changes to the current form and procedures. 
Secondly, to investigate how clinicians viewed the current form and procedures and 
their opinions on risk assessment and how this could be improved. It was regarded 
important to gain the views of clinicians who carried out risk assessments as they were 
in the best position to comment on what they found useful and suggest possible 
improvements.
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As this study was an exploratory study designed to gather information to inform the 
review of risk assessment procedures, no specific hypotheses were suggested. The 
study hoped to address four research questions:
•  How are risk assessment forms being used?
•  How are the risk assessment procedures being carried out?
•  How helpful do clinicians find the current risk assessment form and procedures?
• What changes would clinicians suggest to the current risk assessment 
form and procedures?
It was expected risk assessment forms would not be used by all clinicians with all 
clients. It was also expected that not all clinicians would be aware of the current 
procedures and not all would follow these. Furthermore, it was expected not all 
clinicians would find the form or procedures helpful.
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METHOD
Participants
Nineteen clinicians within a CMHT formed the target population. These clinicians 
were all required to carry out risk assessments as part of their role. This sample 
constituted all clinicians within the CMHT except a community support worker whose 
work did not require them to carry out risk assessments. Questionnaires were given to 
all nineteen clinicians and fifteen were returned (79%). The professions of the 
participants in the target population and the final sample are shown in Table 1.
Table 1 - Categorisation of Participants by Profession
PROFESSION NUMBER IN 
TARGET 
POPULATION
NUMBER IN FINAL 
SAMPLE 
(WHO RETURNED 
QUESTIONNAIRES)
Nurses:
Community Psychiatric Nurses (CPN) 7 5 (71%)
Intensive Outreach Workers (lOW) 2 2 (100%)
Psychologists 3 3 (100%)
Social Workers 3 3 (100%)
Occupational Therapists 2 1 (50%)
Psychiatrists ^ 2 1 (50%)
Total 19 15 (79%)
Measures
A questionnaire was devised to investigate clinicians’ risk assessment opinions and 
practices (Appendix 2). The questionnaire was in two sections: questions regarding the 
current risk assessment form used within the CMHT and questions regarding the 
current risk assessment procedures employed within the CMHT. There were fifteen 
questions overall. Eight were open questions that did not restrict responses. The 
remaining questions were closed and gave the participants a choice of answers as a
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checklist, rating scale or dichotomous/multiple choices. These questions included a 
space for comments for participants to expand on their answers. The closed questions 
were used when there were a limited number of responses and for ease of processing 
responses. The open questions were used to allow participants to expand on the closed 
questions and to gain as much information as possible on clinicians’ individual views 
and opinions.
The questionnaire was devised through interviews with a clinical psychologist, a 
social worker, a CPN and an lOW within the CMHT. In these interviews clinicians 
were asked about their risk assessment practices and their opinions of the current risk 
assessment procedures. There were also discussions with a senior nurse in practice 
development and a senior approved social worker who had previously carried out risk 
assessment research. This questionnaire had no known reliability but was considered 
to have some face and content validity as the questions had been derived from 
interviews with clinicians who carried out risk assessments.
Procedure
The questionnaire was given to nineteen clinicians within a CMHT. Attached to the 
questionnaire was a participant information sheet (Appendix 3), which explained the 
purpose of the questionnaire. It emphasised that the answers provided would not be 
used to monitor or make judgements about clinicians’ clinical practice and all answers 
would be confidential. It also emphasised that the questionnaire was a way of 
collecting clinicians’ opinions that could help improve the current procedures. It was 
hoped this would enhance the number of questionnaires completed and would reduce 
socially desirable responding. Participants were informed that the researcher was 
available to answer questions or concerns and they were asked to return questionnaires 
directly to the researcher.
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RESULTS
The Data
The questionnaire yielded both quantitative data from the closed questions and 
qualitative data from the open questions, which were used to explore and expand on 
the quantitative data. As there were no hypotheses as such, inferential statistical tests 
were not required. If confidence limits were wanted a much larger sample would be 
needed, however, most of the relevant population in the sample participated. The 
small sample and small and uneven subgroups of professions, did not allow for 
statistical differences or comparisons to be made. Therefore the data was best 
represented through descriptive statistics.
The data is shown in the two sections used on the risk assessment questionnaire: 
answers regarding the risk assessment form and answers regarding the risk assessment 
procedures. In each section the responses to both the closed questions (quantitative 
data) and open questions (qualitative data) are represented.
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1. The Risk Assessment Form
Table 2 shows the number and percentage of responses to the closed questions from 
section one of the questionnaire regarding the risk assessment form.
Table 2 - The Number and Percentage of Responses to the Closed Questions 
Regarding the Risk Assessment Form
QUESTION CLINICANS’ RESPONSES
Do you fill out a risk assessment form for 
every client you assess?
(N = 15)
Y es-13 (86%)
N o- 2 (13%)
Do any of these factors influence whether 
you use a risk assessment form?
(N = 2)
Client’s Problems/Diagnosis -1 
CPA Level -1 
Time Constraints - 2 
Clinical Requirements - 2 
Legal Requirements -1
How helpful do you find the risk 
assessment form in identifying and 
assessing risk?
(On a scale of one to seven, one = very 
unhelpful, seven = very helpful)
(N = 15)
Scale: Number of responses:
One - 1 (7%) mean scale score = 4.2 
Three - 3 (20%) range of scores = 1 - 7  
Four - 4 (27%)
Five - 6 (40%)
Seven - 1 (7%)
How helpful do you find the categories on 
the risk assessment form?
(Scale as above)
(N = 15)
Scale: Number of responses:
One- 1 (7%) mean scale score = 3.8 
Three - 6 (40%) range of scores = 1-7 
Four - 4 (27%)
Five - 3 (20%)
Seven - 1 (7%)
Would you suggest any changes to the 
categories on the risk assessment form?
(N = 15)
Yes - 8 (53%)
N o- 7 (47%)
Have you any suggestions regarding how 
the current risk assessment form could be 
improved?
(N = 15)
Yes -10 (67%) 
N o- 5(33%)
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Table 3 shows the categories of responses and the number of clinicians who made 
these responses from the open questions, from section one of the questionnaire, 
regarding the risk assessment form. Some participants provided more than one answer 
and therefore appear in more than one category.
Table 3 - The Categories of Responses from the Open Questions Regarding the 
Risk Assessment Form
QUESTION CATEGORIES IDENTIFIED AND 
NUMBER OF RESPONSES
What influences whether you use a risk 
assessment form or not?
(N = 2)
If risk is identified - 2
If another clinician has already completed a
form -1
If you do not use a risk assessment form, 
how do you assess risk?
(N = 2)
Clinical interview - 2 
Record in notes -1
How helpful do you find the risk 
assessment form in identifying and 
assessing risk?
(N = 15)
Does not assess risk/address risk factors -2 
Useful as documentation of risk in notes - 2 
Risk often changes, needs to be reviewed 
regularly-1
What changes would you suggest to the 
categories on the risk assessment form?
(N = 8)
Need to be separated/broken down more - 4 
More specific categories (e.g. suicide, risk to 
children) - 2
Have categories in line with recent research 
findings -1
Direct questions on risk -1 
More detail -1
Need to specify the level of risk -1
Have you any suggestions regarding how 
the current risk assessment form could be 
improved?
(N=10)
Categories separated/broken down - 2 
Sections on risk, potential risk and plan -1 
High risk categories -1 
No longer use the form -1
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2. The Risk Assessment Procedures
Table 4 shows the number and percentage of responses to the closed questions from 
section two of the questionnaire regarding the risk assessment procedures.
Table 4 - The Number and Percentage of Responses to the Closed Questions 
Regarding the Risk Assessment Procedures
QUESTION CLINICANS’ RESPONSES 
(N = 15)
Are you aware of the current procedure 
regarding filling out the risk assessment 
form?
Yes- 12 (80%) 
Unsure - 3 (20%)
Do you follow the current procedure 
regarding filling out the risk assessment 
form?
Yes-10 (67%)
Uncertain/not completely - 5 (33%)
Are you aware of the current risk 
assessment procedure regarding what to 
do following the identification of risk?
Yes- 11 (73%) 
Unsure-4  (27%)
Do you follow the current procedure 
following the identification of risk?
Y e s - 11 (73%)
Uncertain/not completely - 4 (27%)
Have you any suggestions regarding how 
the current risk assessment procedures 
could be improved?
Yes - 10 (67%) 
No - 5 (33%)
Would you like further training on risk 
assessment?
Yes -12 (80%) 
No - 3 (20%)
Would you like this training to occur 
individually or as a team?
Individually - 0 
Team -12 (100%)
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Table 5 shows the categories of responses and the number of clinicians who made 
these responses from the open questions, from section two of the questionnaire, 
regarding the risk assessment procedures. Some participants provided more than one 
answer and therefore appeared in more than one category.
Table 5 - The Categories of Responses from the Open Questions Regarding the 
Risk Assessment Procedures
QUESTIONS CATEGORIES IDENTIFIED AND 
NUMBER OF RESPONSES
Have you any suggestions regarding how 
the current risk assessment procedures 
could be improved?
(N = 10)
Clearer policies and procedures - 2 
Further training - 2
Two workers to be identified if significant 
risk identified to share responsibility -1 
More reading material -1 
Bring in line with current research findings 
-1
What type of training would you like? (N = 12)
Information on research and best practice - 
(linking practice and research) - 3 
Management of risk - 2 
Specific to risk assessment form and 
categories - 2
Improving clinical skills in risk assessment 
-1
More advanced training -1 
More frequent workshops -1
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DISCUSSION
The results are discussed in terms of the four research questions that formed the basis 
of the study.
1. How are risk assessment forms being used?
Thirteen clinicians (86%) said they filled in a risk assessment form for every client 
they assessed. One clinician indicated this had recently changed and they were now 
using forms for every client because it had become part of the procedure within the 
team. However, previously, they had only completed forms for clients they identified 
as ‘high risk’ in the clinical interview.
The two clinicians who said they did not fill out risk assessment forms for all clients 
indicated this was influenced by the client’s problems and/or diagnosis, CPA level of 
the client, time constraints and clinical and legal requirements. Both said identifying 
the presence of risk factors was the main reason for using a risk assessment form.
Despite the high percentage of clinicians filling in the risk assessment form, fewer 
clinicians (80%) said they knew the procedure regarding completing the form and only 
67% followed the procedure. Clinicians who did not follow the procedure indicated 
this was because they were unsure of the procedure, because of time restrictions or 
because it would not benefit the client.
There could be a number of explanations for this finding. Firstly, the clinicians who 
said they filled in forms for every client may have been answering in a socially 
desirable way. To check the accuracy of the responses, a random sample of 40 files 
were identified and fifteen (38%) were found to have completed risk assessment 
forms. This would imply the responses on the questionnaire were not accurate. 
However, as one clinician indicated, there had been a recent emphasis on completing 
the forms, so some of the older assessments may not have contained forms.
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Secondly, the responses may have been accurate but most of the team may have been 
filling out the form because it was seen as a procedural requirement. However, 
specific procedures regarding completing the forms were less well known and 
followed. Thirdly, the results would appear to reflect the uncertainty and lack of clarity 
regarding the risk assessment procedures within the team and highlight the need for 
clearer and agreed procedures. This may imply forms were being used inaccurately.
2. How are the risk assessment procedures being carried out?
Eleven clinicians (73%) said they were aware of the current procedure following the 
identification of risk and followed these. This was despite the current procedure being 
unclear.
3. How helpful do clinicians find the current risk assessment form and 
procedures?
One clinician said they found the form very helpful and one clinician said it was very 
unhelpful. The mean score circled in response to this question was around the mid­
point on the scale. Similarly, 47% of clinicians responded under the mid-point on the 
scale towards the ‘unhelpful’ end when asked how helpful the categories on the form 
were. Therefore it appeared that most clinicians were using the form but many did not 
find it helpful in identifying and assessing risk. There were comments that indicated 
this, for example, “it does not guide the assessment of risk”. Two clinicians 
commented that the form was useful to show risk had been documented and it was 
useful to have in the client’s file. This may imply that procedure was being placed 
above clinical usefiilness.
4. What changes would clinicians suggest to the current risk assessment 
form and procedures?
The most common changes suggested to the form were to separate or break down the 
categories further and to add more specific categories. The most common 
improvements suggested to the procedures were clearer policies and procedures within 
the team and further training on risk assessment.
All clinicians who wanted further training wanted this as a team. The most commonly
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suggested type of training was to receive information on risk assessment research and 
link this to practice, training on the management of risk and training specific to the 
risk assessment form. More training was also suggested as an improvement to the 
current procedures and there were also suggestions for more advanced training than 
had previously been received and more frequent workshops. Most improvements and 
changes suggested were in line with current researeh recommendations on risk 
assessment. Training and clearer policies and procedures have been identified as 
important in the risk assessment process (Borum, 1996). Only one clinician suggested 
the risk assessment form should no longer be used as they found it very unhelpful.
Limitations and Suggestions for Further Research
There are a number of methodological considerations that may limit the present study. 
Using a questionnaire to collect information had a number of limitations. Firstly, it 
was difficult to ascertain whether responses were accurate for questions regarding 
clinical practice. It was attempted to limit socially desirable responding by 
emphasising confidentiality and anonymity but it was possible this still occurred.
Some participants may have found it difficult or felt ‘unsafe’ to respond in a way that 
indicated they did not always carry out procedures or were unsure of procedures. It 
may have been more beneficial to conduct a systematic check on the number of risk 
assessment forms completed, for example, focusing on all assessments carried out 
within the last month. However, practical difficulties in collecting this information 
prevented this.
Secondly, not all participants responded to the open questions on the questionnaire. 
This limited the information gathered. It was unclear whether they did not respond 
because they had no answer or because it was too time consuming to respond. It may 
have been more effective to conduct structured interviews which may have yielded 
more information. Although interviews were considered in the planning of the 
research, a questionnaire was considered quicker and more convenient for the 
participants. It was also considered that participants may have felt able to answer more 
honestly using a questionnaire, which is more impersonal than interviews.
Thirdly, the incomplete response rate may indicate a sample bias. Participants who
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responded may have differed from participants who did not respond in risk assessment 
opinions and practices. In particular those who did not respond may not have had the 
time or inclination to fill out the questionnaire and this may indicate they do not fill 
out risk assessment forms. Therefore the findings cannot be generalised accurately to 
the whole team and cannot be taken as representative of the opinions and practices of 
all clinicians.
Further research in this area could explore different ways of collecting data such as 
retrospective data collection from files on the number of forms used and structured 
interviews. These may yield more information and more accurate data. It would also 
be important to collect information from all clinicians within the CMHT so the 
findings were representative of the whole team.
Recommendations
The results appeared to indicate that although the majority of clinicians said they used 
the risk assessment form every time they assessed a client, there was also 
dissatisfaction with the form and a number of changes and improvements were 
suggested. Similarly, the majority of clinicians said they were aware of the current 
procedures and tried to follow these but changes were suggested. The dissatisfaction 
expressed may influence how accurately and reliably the form is used.
A number of clinicians suggested clearer polieies and procedures and further training 
as an improvement to the current practices. The results would also indicate 
recommendations for these as there appeared to be differing knowledge and adherence 
to procedures by clinicians which may question the reliability and validity of the 
assessments.
In the current climate of litigation, government guidelines and media and public 
interest into the care of clients with mental illness, risk assessment has become an 
important issue. There is a need for reliable and valid measures and clear policies and 
procedures for assessing risk. This study appears to highlight ambiguity, discrepaneies 
and dissatisfaction with the current form and procedures and the potential for change
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has been identified by the clinicians who carry out the risk assessments. 
The results are being feedback to the service (Appendix 4).
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SURREY HEARTLANDS NHS TRUST
RISK ASSESSM ENT
RISK ASSESSM ENT SUM M ARY  
SEE ASSESSM ENT A N D  CARE PLAN FOR D ETAILS
Name:......              Date o f Birth..................... .
Locality/W ajd/H om e.............   H ospital N o (if appropriate)..
Name of Assessor/Title.       ....Date of assessment.............
Please complete main categories 1- 8 as appropriate
PLEASE TICK APPROPRIATE 
BOXES .
PREVIOUS
HISTORY
PRESENT
HISTORY
A C n O N
NECESSARY
YES NO YES NO YES NO
1. RISK OF DEUBERATE SELF HARM (Self injury, cutting, 
overdose etc.)
1  RISK OF ACCIDENTAL HARM (Accident/harm in hospital, 
inside home, wandering off ward, road safety, choking, 
falling etc.)
3. RISK OF VIOLENCE TOWARDS OTHERS (physically 
aggressive towards staff, family members, general public, 
children etc)
4. RISK OF VIOLENCE TOWARDS PROPERTY (arson, fire setting 
etc.)
5. NEGLECT (including nutrition, general physical state, towards 
self, children etc)
6. RISK OF EXPLOIT ATION (manipulation not criminal
behaviour, including sexual and financial. Being exploited by 
others etc.)
7. RISK OF OFFENDING (including criminal behaviour towards 
children, adults etc.)
8. DOES THE USE OF DRUGS 6  ALCOHOL INCREASE ANY OF 
THE ABOVE-MENTIONED
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ai"
mm
OUTCOME / ACTION
SIGNATURE OF
ASSESSOR__________-_______  — :---------------------DATE-------------^
SIGNED ON BEHALF OF
MPT _____   »,____________  DATE---------------
Discoaaed with the members of the MDT Yea 1. 1 No  ^■—1
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RISK ASSESSMENT QUESTIONNAIRE
Please do not write your name on the questionnaire. 
All answers are confidential to the researcher.
Profession:
Section One - The Risk Assessment Form
1. Do you fill out a risk assessment form for every client you assess? 
(Please tick)
□ yes (please go to question 5)
□ no (please go to question 2)
Comments:
2. What influences whether you use a risk assessment form or not?
3. Do any of these factors influence whether you use a risk assessment form? 
(Please tick)
□ Client’s problems/diagnosis
□ CPA level of the client
□ Time constraints
□ The categories on the form and their relevance to the client
□ The length of the form
□ Legal requirements
□ Clinical requirements
□ Other (please specify)
4. If you do not use a risk assessment form, how do you assess risk?
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5. How helpful do you find the risk assessment form in identifying and assessing 
risk?
(Please circle your response on the scale)
Very
Very
Unhelpful
Helpful
1 2 3 4 5 6 7
Comments:
6. How helpful do you find the categories on the risk assessment form? 
(Please circle your response on the scale)
Very
Very
Unhelpful
Helpful
1 2 3 4 5
Comments:
7. Would you suggest any changes to the categories on the risk assessment form, 
if so what changes would you suggest?
8. Have you any suggestions regarding how the current risk assessment form 
could be improved?
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Section Two - Risk Assessment Procedures
9. Are you aware of the current procedure regarding filling out the risk 
assessment form?
□ yes
□ no
□ uncertain/partial knowledge 
Comments:
10. Do you follow the current procedure regarding filling out the risk assessment 
form?
11. Are you aware of the current risk assessment procedure regarding what to do 
following the identification of any risk in relation to a client?
□ yes
□ no
□ uncertain/partial knowledge 
Comments:
12. Do you follow the current risk assessment procedure following the 
identification of any risk in relation to a client?
13. Have you any suggestions regarding how the current risk assessment 
procedures could be improved?
14. Would you like further training on risk assessment? 
(Please tick)
□ yes 
□no
If yes:
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What type of training would you like?
Would you like this training to occur individually or as a team?
15. Do you have any other comments?
Thank you for your time and co-operation. Please return this questionnaire to 
Sarah Lovekin, Clinical Psychologist in Training.
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PARTICIPANT INFORMATION SHEET
As part of my training I am carrying out a research study on risk assessment within the 
field of adult mental health, with supervision from Dr , Consultant
Clinical Psychologist.
This questionnaire is part of a study to investigate the usefulness of the current risk 
assessment form and the current risk assessment procedures used within Leatherhead 
and Cobham CMHT. It is also interested in clinicians’ opinions regarding these 
procedures and how these procedures are currently being utilised.
The questionnaire is in two sections. The first section asks about your current use and 
opinions of the risk assessment form used within the CMHT. The second section asks 
about your opinions of the current risk assessment procedures employed within the 
CMHT and risk assessment training.
The information you provide is confidential. You are not requested to give your name 
or sign the questionnaire. Your responses will not be used individually but as a set of 
information. Your opinions are very important in helping to identify the usefulness of 
the current risk assessment procedures and how these may be improved. Your 
responses will not be used in any way to make judgements about your clinical work.
The questionnaire should take approximately ten minutes to complete. I will be 
arranging to present the findings of the research to the CMHT in the future and a copy 
of the final research project will be available to the CMHT.
If you have any questions please contact myself or
Thank you for your time and co-operation.
Sarah Lovekin
Clinical Psychologist in Training
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PR IV A T E  & C O N FID EN TIA L  
Sarah L ovekin
nsKESsess.iDW
26th July 2000
Dear Sarah
Thank you for presenting the results o f  your service related project on Risk  
Assessment.
Feedback from the team was very positive. Staff found the presentation interesting, 
relevant, clear and concise.
Following the presentation, it has been decided that the team w ill spend a session  
together developing team standards and procedures for both the operation o f  the 
C.P.A. and Risk Assessment. Management have also acknowledged the need for 
further training in risk assessment particularly related to clinical work and the 
management o f  risk.
Thanks again - the project has led to some interesting discussions and action for the 
team.
With best wishes.
S U R R E Y
C O U N T Y  C O U N C I L  
Social Services
SURREY OAKLANDS NHS TRUST Leatherhead & Gobham Community Mental Health team
Tylney House 23 High Street Leatherhead Surrey KT22 8AB 
Tel 01372 204030 Fax 01372 204059
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THE UTILITY AND EFFICACY OF PARENT TRAINING 
PROGRAMMES WITH YOUNG CHILDREN’S BEHAVIOUR
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Introduction
Being a parent is probably one of the most important and challenging roles adults can 
undertake. There is no one right way to raise children or be a parent. Parents 
successfully raise their children in diverse family, cultural and social circumstances, 
using a variety of methods (Callias, 1994). Parenting is a complex and difficult task 
that at times may lead to parents requiring professional help and advice. Parents may 
experience difficulties in managing the demands and behaviour of their young children 
or they may lack knowledge or confidence in their parenting skills (Douglas, 1998). 
Parent Training (PT) is one method of intervention designed to help parents 
experiencing difficulties particularly in regard to child behaviour.
PT, also known as Parent Management Training, Behavioural Parent Training, 
Behavioural Family Intervention or Parent-Child Interaction Therapy, refers to 
procedures in which parents are trained to alter their child’s behaviour at home 
(Kazdin, 1995). Numerous PT programmes have been developed and empirically 
evaluated. These include programmes designed to treat children with oppositional and 
conduct disorders (for example. Forehand & McMahon, 1981), attention deficit 
disorders (for example, Pisterman, McGrath, Firestone, Goodman, Webster, &
Mallory, 1989) and as part of services for children with autistic spectrum disorders, 
developmental and learning disabilities (for example. Baker, Heifetz, & Murphy,
1980; Howlin & Rutter, 1987). More recently, PT programmes have extended their 
focus to include children with somatic complaints, anxiety disorders, specific 
difficulties such as eating and sleep problems and children fi*om families where there 
is marital discord (Sanders, 1996).
PT programmes have also developed to help adults in their role as parents. They have 
been utilised to help prospective parents prepare for the psychological changes that 
occur with parenthood (for example, Parr, 1997), to teach general parenting skills (for 
example, Sanders, Markie-Dadds, Tully, & Bor, 2000) and as an intervention for those 
parents who appear to ‘ failing’ in the task of parenting, such as parents who have been 
identified as abusing or neglecting their children (for example, Bigelow & Lutzker, 
1998).
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PT is perhaps best known as an intervention for child behaviour problems and it is 
now considered the treatment of choice in this area (Kazdin, 1997). This literature 
review will focus on the utility and empirical evidence for PT programmes which aim 
to ‘treat’ child behaviour problems, as most research has been carried out in this area. 
The literature review will begin by defining and describing the problem that is the 
focus of such PT programmes namely young children’s behaviour problems. It will 
then describe the theoretical rationale behind PT programmes and the common 
elements of such programmes including their aims, characteristics, content, methods 
and processes. For brevity, one PT programme, that is widely used in clinical practice 
and has been extensively evaluated, will be discussed in detail. The empirical evidence 
for this PT programme will be examined and conclusions about its utility and efficacy 
discussed. Finally, the literature review will attempt to draw some conclusions about 
the utility and effectiveness of PT programmes in general in treating young children’s 
behaviour problems.
Behaviour Problems in Young Children
There have been numerous attempts to classify young children’s behaviour problems. 
One classification has been into externalising and internalising symptoms to provide 
some consistency with descriptions of later childhood behaviour problems 
(Achenbach, Edelbrock, & Howell, 1987). Externalising symptoms include problems 
with non-compliance, aggression, attention and self-regulation, whereas withdrawal, 
anxiety and depression often co-occur as internalising symptoms (Achenbach, 
Edelbrock, & Howell, 1987). Campbell (1990) suggested that young children’s 
behaviour problems can be considered clinically significant where firstly, there is a 
pattern or constellation of symptoms, secondly, symptoms have at least short term 
stability and go beyond transient adjustment to stress or change, thirdly, symptoms are 
pervasive across settings and people and finally, symptoms are relatively severe, 
interfere with the child’s development and reflect some impairment in functioning.
Epidemiological studies have indicated that the prevalence of externalising behaviour 
problems in young children are relatively common. In a seminal study, Richman, 
Stevenson and Graham (1982) reported that 22% of the pre-school population they
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studied exhibited clinically classified behaviour problems with 15% showing mild 
behaviour problems and 7% moderate to severe behaviour problems. This finding has 
been replicated with other pre-school populations, for example, Earls (1980) reported 
significant behaviour problems amongst 24% of pre-schoolers in an American 
community sample. The number and intensity of parental concerns in the pre-school 
years appear to peak at age three to four when parents report major concerns regarding 
discipline and behaviour management (Jenkins, 1980). Richman et al. (1982) found 
that 12.9% of three to four year olds were described by their mothers as overactive and 
restless, 10.7% were seen as difficult to control and 9.2% as attention seeking, 
indicating high levels of parental perceptions regarding externalising behaviour 
problems.
Early behaviour problems do not appear to be transient. Longitudinal research has 
shown that significant behaviour problems in pre-school children show high rates of 
stability and continuity (Richman et a/., 1982; Rose, Rose, & Feldman, 1989; White, 
Moffit, Earls, & Robins, 1990). Richman et a l (1982) found that 63% of three year 
olds with externalising behaviour problems still had behaviour problems aged eight. 
The severity of problems was related to the likelihood of these continuing with 75% of 
children classified as having ‘severe’ behaviour problems continuing to have problems 
aged eight compared to 50% of children with ‘mild’ behaviour problems. In a review 
of longitudinal studies o f ‘hard to manage’ pre-schoolers, Campbell (1991) found at 
least 50% of pre-school children with moderate to severe behaviour problems 
continued to show disturbance at school age and 67% met diagnostic criteria for 
Attention Deficit Hyperactivity Disorder, Oppositional Defiant Disorder or Conduct 
Disorder by age nine. These findings suggest it is unlikely that pre-school children 
with significant behaviour problems will ‘grow out of it’ (Kazdin, 1995).
It has been suggested there are ‘early starter’ and ‘late starter’ developmental pathways 
leading to conduct disorders in later childhood (Lahey, Loeber, Quay, Frick, &
Grimm, 1992). Children or adolescents with this disorder are likely to engage in 
aggressive and criminal behaviours and their behavioural difficulties are likely to 
continue into adulthood (Kazdin, 1995). The ‘early starter’ pathway begins with the
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emergence of conduct problems in the pre-school years, progresses to symptoms of 
conduct disorder in middle childhood and develops into the most serious symptoms by 
adolescence (Lahey et a l, 1992). This pathway has a poorer prognosis than the Tate 
starter’ pathway. Behaviour problems in the pre-school years have also been shown to 
predict later delinquency and offending (Farrington, 1995). Therefore the 
developmental pathway for serious conduct disorders in adolescence and adulthood 
appears to be established in the pre-school period (Campbell & Ewing, 1990). The 
research findings described above appear to show that behaviour problems in pre­
school children are relatively common. Furthermore, a significant number of children 
who have serious conduct problems in late childhood and adolescence first exhibit 
behaviour problems as pre-schoolers. It therefore appears that early intervention in the 
pre-school years is essential.
Theories Regarding the Development of Behaviour Problems in Young Children
The development of child behaviour problems is considered to be influenced by child, 
parent, family and social factors (Kazdin, 1995). There is a particular body of evidence 
that has highlighted the role parents play in shaping and maintaining child behaviour 
problems (Foote, Eyberg, & Schuhmann, 1998). Patterson (1982) developed a social 
learning theory to explain the development of aggressive behaviour in children. He 
emphasised the importance of the family socialisation process and the reciprocal 
interaction between children and parents in the development of child behaviour. This 
model was based on extensive research with aggressive children and their families and 
in particular observations of parents’ interaction with their children with behaviour 
problems. Patterson (1982) identified four parent management styles that appeared to 
be related to the development of child behaviour problems. Firstly, parents failure to 
provide consistent and effective discipline when the child is disobedient; secondly, 
poor monitoring of the whereabouts of the child; thirdly, a low level of positive 
response when the child is showing sociable behaviour and finally, poor problem 
solving abilities.
It is perhaps Patterson’s (1980) ‘coercive hypothesis’ that has received the most 
attention. Patterson (1980) proposed that parents of children with behaviour problems
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negatively reinforce their child’s antisocial behaviour by withdrawing confrontation or 
criticism when the child escalates their negative behaviour (for example, having 
temper tantrums). Therefore the child learns that escalating their behaviour leads to 
escape or avoidance of parental criticism or punishment. The child’s escalation of 
behaviour may also lead to increasingly negative parental behaviour (for example, 
shouting or hitting the child) and eventually the child and parent become involved in 
an escalating cycle of coercive interactions in which behaviours increase and intensify. 
Both parents and child become caught in a ‘negative reinforcement trap’ (Patterson, 
1980). Additionally the child's undesired behaviour may be positively reinforced 
through attention from parents and the child may model anti-social behaviour through 
observation of parental aggression (Bailey, 1998).
Most PT programmes are based on Patterson’s (1980,1982) theoretical model that 
behavioural difficulties in young children are inadvertently developed and maintained 
in the home by maladaptive interactions between parent and child. PT programmes 
aim to alter this coercive cycle between parents and children by teaching parents 
specific skills and training them to interact differently with their child so pro-social 
behaviours are reinforced instead of coercive ones (Kazdin, 1995). The rationale 
behind most PT programmes is that by training parents in supportive, non-coercive 
parenting skills while their children are still young could alter the poor long-term 
prognosis for these children (Webster-Stratton & Hancock, 1998).
Parent Training Programmes
There is a wide variety and diversity of PT programmes that aim to treat young 
children’s behaviour problems. Most have common aims and share the theoretical 
rationale described above. However, they tend to differ in the methods they use to 
achieve these aims.
PT programmes tend to have several common characteristics (Kazdin, 1995). Firstly, 
intervention is conducted with the parents rather than the child. The therapist teaches 
the parents to implement specific procedures at home to alter their interactions with 
their child. Secondly, parents are trained to identify, define and observe problem
PsychD in Clinical Psychology 199
Literature Review
behaviours in new ways. Thirdly, the intervention sessions are based on social learning 
principles and teach procedures such as positive reinforcement (for example, praise 
and rewards) and mild consequences (for example, time out from reinforcement). 
Finally, the sessions provide opportunities to see how the techniques are implemented, 
to practise using the techniques and to review the procedures being used at home 
(Kazdin, 1995). The immediate goal is for parents to develop specific skills to manage 
their child’s behaviour (Kazdin, 1995) and in the long term prevent future difficulties 
(McAuley, 1982).
Traditionally, most PT programmes tended to he administered on an individual basis 
(for example. Forehand & McMahon, 1981). However, these were not time or 
resource efficient and were not able to meet increasing demands (Webster-Stratton, 
Kolpacoff, & Hollinsworth, 1988). This led to the development of group based PT 
programmes (for example, Webster-Stratton, 1981a). More recently, PT programmes 
have been designed to reach larger groups with the development of community based 
programmes (for example, Cunningham, Bremner, & Boyle, 1995) and media based 
programmes (for example, Sanders et a l, 2000).
Initially, PT tended to use verbally based methods such as didactic lectures, reading 
materials and discussion, however, these did not appear to be reliable in producing 
behavioural change in parents and children (Webster-Stratton, 1981a). Furthermore 
some parents appeared to have difficulty with verbal methods because of learning 
disabilities, reading difficulties or limited education (for example, O’Dell, 1978, cited 
from Webster-Stratton, 1981a). Consequently, there was an increase in the use of 
performance based training methods including modelling, behavioural rehearsal, direct 
feedback and videotape feedback to increase the effectiveness of PT (Webster- 
Stratton, 1981a). PT programmes have also made use of technological advances in 
developing new techniques, such as standardised video recordings that allow parents 
to view concrete examples of parenting skills with real families (for example, 
Webster-Stratton, 1992) and more recently interactive computer software (for 
example, Lagges & Gordon, 1999).
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It is not possible to review all PT programmes and their research base here. Therefore 
one PT programme, namely ‘The Parents and Children Series’ (PACS) by Webster- 
Stratton (1992) will be described and its empirical evidence evaluated.
The Webster-Stratton PT Programme
Guided by the literature regarding performance based training techniques and evidence 
for the effectiveness of individualised video feedback programmes, Webster-Stratton 
(1981a, 1981b) developed and evaluated a PT programme based on group discussion 
and videotape modelling. Over the past twenty years this original programme has been 
developed and modified. It was published in 1992 as PACS (Webster-Stratton, 1992) 
and is probably one of the most extensively evaluated PT programmes (Taylor, 
Schmidt, Pepler, & Hodgins, 1998). The original twelve week programme is entitled 
‘BASIC’. It contains ten videotapes with over 250 vignettes covering how to play with 
children, using praise and rewards, setting appropriate limits, ignoring attention 
seeking behaviour, using time out, establishing logical consequences and preventative 
strategies (Webster-Stratton, 1992). The BASIC programme was then extended to 
address other family risk factors for child behaviour problems including parental 
depression, marital discord and social isolation. This programme is entitled 
‘ADVANCE’ and additional videotapes cover communication skills, managing 
upsetting thoughts, managing stress and problem solving (Webster-Stratton, 1994). 
Child training groups running alongside PT groups have also been developed. These 
aim to address child risk factors for developing behaviour problems such as deficits in 
social skills and problem solving abilities (Webster-Stratton & Hammond, 1997). The 
most recent development has been a teacher training programme running alongside PT 
programmes called ‘PARTNERS’. This focuses on supporting parental involvement in 
school, promoting consistency from home to school and strengthening teachers’ 
behaviour management skills (Webster-Stratton, 1998).
The programmes specifically target parents of children aged three to eight years and 
aim to target specific parent-child interactions that research has suggested are 
important for influencing disruptive behaviour in children. The PT programmes have 
four broad goals, firstly, to strengthen parenting competence, particularly the use of
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non-violent discipline approaches, secondly, to increase positive family support 
networks and school involvement, thirdly, to promote child social competence and 
finally, to decrease child conduct problems (Webster-Stratton & Hancock, 1998). All 
programmes contain five basic training methods: videotape modelling, role play and 
rehearsal, weekly homework assignments, weekly parent evaluations (consumer 
satisfaction information) and phone calls and ‘make up’ sessions (Webster-Stratton & 
Hancock, 1998).
The Webster-Stratton PT programmes have been evaluated in a series of controlled 
studies with over 600 children (Webster-Stratton & Hancock, 1998). Research has 
attempted to examine different aspects of the programmes and these will be discussed 
in turn below:
Randomised Controlled Trials Evaluating the BASIC PT Programme
A series of randomised controlled trials (RCT) by Webster-Stratton have been used to 
evaluate the effectiveness of the BASIC programme (Webster-Stratton, 1981b, 1984; 
Webster-Stratton et a l, 1988). In an initial study, Webster-Stratton (1981b) aimed to 
determine whether a standardised group discussion videotape modelling (GDVM) 
programme would produce significant changes in maternal attitudes and behaviours in 
a non-clinic population. 35 mothers of children aged three to five years were recruited 
by a leaflet advertising the programme. The mothers were assigned to a treatment 
group consisting of the BASIC PT programme or a waiting list control group.
Maternal attitudes on five dimensions (confidence, causation, acceptance, 
understanding and trust) felt to characterise parental perceptions of parent-child 
interaction were measured pre and post programme. Additionally, behavioural 
observations (summarised under seven dimensions: positive affect, negative affect, 
non-acceptance, dominance, submissiveness, lead taking and mother watch) of 
mother-child interaction were taken before and immediately after the programme.
Mothers who participated in the programme showed significantly fewer lead taking, 
dominance and non-acceptance behaviours and significantly increased positive affect 
in their interactions with their children compared to the control group after PT. There
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were no significant differences between the two groups on behavioural measures 
before the programme. There were no significant differences between the two groups 
on the five attitudinal variables after PT but there was a trend for the PT group to have 
increased confidence scores. Therefore whilst the PT programme appeared to lead to 
highly significant behaviour changes in mother-child interaction it did not appear to 
lead to attitudinal changes. Webster-Stratton (1981b) suggested this may have been an 
effect of these parents being highly motivated and having positive attitudes regarding 
parenting at baseline so a ceiling effect was present. She also suggested the attitudinal 
measure may not have been sensitive enough to detect changes or attitudinal changes 
may lag behind behavioural changes.
The participants in this study were non-clinic mothers who were well educated and 
lower to upper middle class (Webster-Stratton, 1981b). It was hypothesised that these 
families were probably not representative of referrals to clinics and therefore the 
findings could not be generalised to a clinic population (Webster-Stratton, 1981h). 
Therefore, in a further RCT, Webster-Stratton (1984) evaluated the BASIC PT 
programme with 35 mothers whose children had been referred to a child psychiatric 
clinic. These families were of a lower socio-economic status with children with 
significant behaviour problems. This study also employed three conditions: the 
GDVM programme described above, an individual PT programme based on direct 
feedback techniques and a clinic waiting list control group. Parent reports and 
observations of child behaviour and behavioural observations of parent-child 
interaction at home were measured before and one month after treatment.
One month after treatment mothers in both PT groups showed significant 
improvements in behaviour including significantly fewer commands, critical 
statements and significantly more praise compared to the control group. Mothers in 
both PT groups also showed significant changes on attitudinal and report measures. 
Compared to the control group, mothers reported significantly lower scores on a child 
problem scale and significantly fewer and reduced intensity of behaviour problems. 
Mothers also observed significantly fewer negative behaviours and significantly more 
prosocial behaviours in their children and reported significantly less use of hitting. The
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children in the two PT groups also showed significant reductions in non-compliance 
and lowered deviant behaviours compared to the children in the control group. There 
were no significant differences on any of the attitudinal or behavioural measures 
between the two PT groups at the immediate follow up and parents in both groups 
were highly satisfied with the treatment they received. Although both treatments 
appeared to offer similar improvements for parents and children, the GDVM 
programme was more efficient and cost-effective as it required one-fifth of the 
therapist time to serve the same number of clients (Webster-Stratton, 1984). 
Furthermore, the study showed that videotape modelling in a group context was as 
effective as a one to one individualised PT programme with direct feedback on 
parenting skills.
Although the GDVM programme appeared to be producing favourable outcomes, it 
had not been identified whether it was the videotapes, group discussion, therapist or a 
combination of factors that were the effective components (Webster-Stratton et a l, 
1988). Webster-Stratton et a l (1988) used a RCT to compare the GDVM programme 
with an individually self-administered videotape modelling programme (IVM), a 
group discussion programme (GD) and a waiting list control group to tiy and 
determine the critical element of the GDVM programme. Parents of children aged 
three to eight years with behaviour problems who were self-referred or professionally 
referred, were randomly assigned to one of the four groups. Multiple measures 
including parent perception of child adjustment, parent observations of child 
behaviour, parenting stress levels, home observations of parent-child interaction and 
teacher perceptions of child adjustment were taken before and immediately after 
treatment.
In comparison to the control group, parents in all three PT groups reported significant 
improvements in their child’s behaviour and significantly fewer child behaviour 
problems. Parents and children in the three PT groups also showed significant 
interactional changes on the home observational measures in comparison to the 
control group. These included significant reductions in deviant child behaviours in 
interaction with parents. There were few differences detected between the three
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programmes on most outcome measures, however, the GDVM programme was the 
only treatment that significantly reduced mothers’ reports of parenting stress, fathers’ 
reports of the intensity of child behaviour problems and significantly increased both 
mothers’ and fathers’ use of praise statements in comparison to the control group. 
IVM was found to be not quite as effective as the GDVM treatment but was 
comparable to the GD treatment. This finding was considered positive considering the 
families in the IVM group had no direct therapist contact or group support which 
suggested parents could benefit firom an individual self-administered videotape 
programme. Cost effectiveness was also a major advantage of this programme. 
Overall, the study suggested that videotape modelling programmes might be a 
promising format in a variety of applications.
Whilst the short term efficacy of the BASIC PT programme had been demonstrated 
(Webster-Stratton, 1981b, 1984; Webster-Stratton et a l, 1988) it was not known 
whether these changes were maintained over longer periods of time. To determine this 
a series of follow-up studies took place after one year (Webster-Stratton, 1982,1984) 
and three years (Webster-Stratton, 1990).
Long Term Follow-up Studies
Webster-Stratton (1982) aimed to evaluate whether the significant changes in mother- 
child interaction found immediately post treatment in Webster-Stratton’s 1981b study 
were maintained one year following treatment. Behavioural observations of mother- 
child interaction and parent attitudinal measures were repeated again one year after 
treatment. Most of the significant changes in maternal and child behaviour found 
immediately after treatment were found to be either maintained or improved one year 
later. Mother-child interaction remained significantly more positive and significantly 
less negative, non-accepting and domineering after one year compared to baseline 
measures. There was also a significant reduction in child behaviour problems at one 
year compared to baseline and mothers continued to perceive a reduction in the 
intensity of child behaviour problems. However, mother and child positive affect 
behaviours had declined from immediately after treatment to one year follow up, 
although they were still significantly higher than at baseline. At one year mothers
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reported feeling less confident in their parenting skills and less able to manage 
behaviour problems. Webster-Stratton (1982) suggested this may be a problem with 
generalisation of skills to new behaviour problems that may have emerged over the 
year and this may suggest the need for booster sessions which parents themselves 
requested. Therefore the findings were mixed. It is also important to note that there 
was no untreated control group one year after treatment because of the ethical issue of 
withholding treatment for this time. This limits the generalisability of the follow-up 
findings as it cannot be stated with certainty that the improvements at one year were 
due to the PT programme alone.
The mothers and children who had taken part in both the group and individualised PT 
programmes described in Webster-Stratton (1984) were also followed up after one 
year (Webster-Stratton, 1984). Most of the changes in maternal behaviours were 
maintained after one year. In particular, mothers in both PT groups continued to be 
significantly more positive, less critical and less negative in their interaction with their 
children compared to baseline measures. Mothers in both PT groups also continued to 
report that their children had fewer and less intense behaviour problems. Children of 
mothers in both PT groups also continued to show significant reductions in non- 
compliant and deviant behaviours compared to baseline measures.
Webster-Stratton (1990) conducted a three year follow up of 83 mothers and 51 
fathers who participated in one of the three PT programmes described in Webster- 
Stratton et a l (1988). All three treatment programmes resulted in significant parent 
attitudinal and parent-child behaviour improvements that were maintained one year 
later (Webster-Stratton et a l, 1988). At the three year follow-up, there was a 
deterioration in the GD parents’ total problem scores and externalising behaviour 
scores, indicating a significant escalation in children’s externalising problems whereas 
GDVM parents’ scores remained stable and their significantly lowered scores were 
maintained. A comparison of the three PT groups at three years found that fathers in 
the GDVM programme reported significantly lower behaviour problem scores and 
externalising scores than fathers in the GD and IVM programmes. There were no 
significant differences between the GD and IVM programmes. The results suggest that
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the GDVM programme was superior to the others in producing stable long term 
results, although all three treatments produced some significant changes that were 
maintained after three years. The results still need to be treated with caution as there 
was no untreated control group at the three years follow up and therefore the findings 
cannot be attributed to the PT programme with certainty.
Despite well-documented evidence for the effectiveness of Webster-Stratton’s BASIC 
PT programme, a consistent finding was that not all families appeared to respond 
positively or benefit from the programme (Webster-Stratton, 1990). This has led to 
research examining possible correlates and predictors of treatment outcome as 
described below.
Predictors of Treatment Outcome
Webster-Stratton (1985a) collected information on socio-economic variables, maternal 
depression, attitudes towards their children, number of negative life experiences (life 
stress) and behavioural observations. Families were classified as ‘favourable 
responders’ or ‘non-responders’ to the BASIC PT programme based on outcome 
measures of child behaviour, parental perceptions of child behaviour, parent behaviour 
and a combination of parent and child behaviours. Considering these criteria, over half 
the families showed significant improvements on several outcome criteria and these 
were maintained or improved one year after treatment. Both immediately after 
treatment and at one year follow up, socio-economic disadvantage was found to 
predict non-response for child behaviour and mother-child behaviour. The more 
disadvantaged the family (i.e. families with single parent status, low income and low 
education) the less likely the family were to benefit from PT. A high negative life 
experience score was found to predict non-response on mother attitude measures. 
Maternal depression did not emerge as a significant predictor. Overall, there was no 
single predictor responsible for treatment success or failure. However, life experiences 
and socio-economic disadvantage accurately classified 70 - 80% of families at follow 
up.
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In a second study, Webster-Stratton (1985b) examined the specific effect of father 
involvement in PT programmes. In a replication of previous findings, all families who 
participated in the BASIC PT programme showed significant improvements in child 
behaviour and mother behaviour immediately post-treatment and at one year follow- 
up. However, when families were separated into ‘father-involved families’ and ‘father 
absent families’, significantly more of the father-involved families maintained their 
behavioural improvements. After one year, father-involved families had children who 
were less deviant and non-compliant and mother interactions were less negative 
compared to father absent families. Therefore, paternal involvement appeared to 
enhance the maintenance and generalisation of PT effects and appears to suggest the 
importance of having support in PT.
At three years follow-up, Webster-Stratton (1990) found that 53.7% of mothers and 
74.5% of fathers classified their children as having scores within the normal range on 
the Child Behaviour Checklist (Achenbach & Edelbrock, 1983). These families were 
classified as responders to treatment. Mothers who were classified as non-responders 
were found to have significantly higher levels of depression, were significantly more 
likely to be single or divorced (81.3% compared to 33.3% of responders), had 
significantly lower income and more alcoholism in their immediate families than 
mothers of children classified as responders in the long term.
Parent Satisfaction with the BASIC PT Programme
Consumer satisfaction data had been collected through a number of methods including 
consumer satisfaction questionnaires after treatment and rating scales after each 
treatment session (Webster-Stratton et a l, 1988). All mothers who took part in the 
BASIC PT programme described in Webster-Stratton (1981b) reported that they felt 
‘very positive’ about the programme and perceived positive changes in themselves and 
their children as a result of their participation. The most frequently reported change 
was increased confidence in being a parent. Mothers who had taken part in the GDVM 
programme and the individual PT programme described in Webster-Stratton (1984) all 
reported positive opinions regarding usability, acceptability, usefulness and child 
improvement. There were no significant differences between the reports of the two
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groups suggesting the GDVM programme was just as acceptable and useful to parents 
as an individualised PT programme tailored to the specific needs of individual 
families.
Drop-out rates have typically been less than 10% from the BASIC GDVM programme 
(Webster et a l, 1988) in contrast to an average drop-out rate of 28% in a review of 45 
studies (Forehand, Middlebrook, Rogers, & Steffe, 1983). Webster-Stratton (1989) 
compared consumer satisfaction regarding GDVM, IVM and GD programmes. On 
weekly evaluations mothers in the GDVM programme were significantly more 
satisfied with the treatment format than IVM mothers. Retrospectively, GDVM 
mothers perceived more child improvements than GD or IVM mothers. Mothers in 
both the GDVM and GD groups reported that their treatment format was easier and 
more useful than IVM mothers. GDVM mothers perceived the techniques they learnt 
easier to implement than GD mothers immediately post-treatment and easier than both 
GD and IVM mothers after one year. Overall, data appeared to suggest that the GDVM 
treatment that combines group support, therapist leadership and videotape modelling 
are superior to IVM and GD treatments that lack some of these components.
Randomised Controlled Trials Evaluating the ADVANCE PT Propramme
Previous studies had shown that not all families responded to the BASIC PT 
programme and those families that did not respond were characterised by lack of a 
supportive partner and high stress levels (Webster-Stratton, 1985a, 1985b, 1990). 
Webster-Stratton (1994) attempted to address this by supplementing the BASIC 
programme with components that attempted to train parents to cope with interpersonal 
distress through improved communication, problem solving and self-control skills (the 
ADVANCE programme).
In a RCT, 78 families with a child diagnosed with Oppositional Defiant Disorder or 
Conduct Disorder were randomly assigned to BASIC GDVM or GDVM with 
ADVANCE programmes. Measures of child adjustment, parental distress, 
observations of parent-child interaction and communication and problem solving 
between parents were taken before and after the programmes. Parents in both groups
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showed significant improvements following the programmes. However, the 
ADVANCE programme also produced significant improvements in parents’ 
communication and problem-solving skills, children’s increased knowledge of pro­
social situations and higher consumer satisfaction rates. However, there were mixed 
findings regarding whether these improvements were related to added improvements 
in parenting skills and child behaviour. Whilst they seemed to be for fathers, they did 
not appear to improve mothers’ parenting abilities. Furthermore, the ADVANCE 
programme did not produce improvements in child behaviour at one month follow-up 
but did appear to improve family functioning. The ADVANCE programme involved 
an additional 14 weeks of treatment. As this differed to the BASIC GDVM 
programme, it cannot be ascertained with certainty whether the significant changes in 
the ADVANCE group were as a result of the ADVANCE programme per se or the 
longer treatment time.
Whilst the ADVANCE programme attempted to address family risk factors associated 
with child behaviour problems, more recent developments attempted to address child 
risk factors and social risk factors also associated with child behaviour problems. 
These will not be discussed in detail here as the focus is on PT programmes. However, 
it is worth noting that when child training programmes were added to PT programmes, 
additional improvements and benefits over PT alone were found, such as problem­
solving and conflict management in children and these were maintained after one year 
(Webster-Stratton & Hammond, 1997). When teacher training programmes were 
added to PT programmes additional improvements were found in mother-child 
interaction at home, child behaviour and increased parental involvement with their 
child’s school (Webster-Stratton, 1998). This may suggest focusing exclusively on 
parenting behaviour is too narrow and PT programmes also need to address the 
multiple risk factors that research has shown to be influential in the development of 
child behaviour problems. This may bring about additional benefits and help those 
families with multiple risk factors who do not appear to respond to PT alone.
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Methodological Issues in Evaluating the Webster-Stratton PT Programmes
To be able to draw meaningful conclusions from the research described above it is 
also necessary to consider the research methodology used to obtain these findings. In a 
review of parent education programmes, Todres and Bunston (1993) raise a number of 
methodological issues that needed to be considered when evaluating parent education 
programmes. These included: sample size, pre, post and follow up assessments, 
control groups and random assignment to experimental and control groups. 
Considering these criteria, the research methodology used to evaluate the Webster- 
Stratton PT programme appears to be well-designed. Most of the studies had 30 or 
more families in both treatment and control conditions and overall when the research 
is collated the PT programmes have been evaluated with over 600 families (Webster- 
Stratton & Hancock, 1998). All studies contained pre and immediately post 
programme assessments. Most programmes also had short term or long term follow- 
up. However, only one study to date has carried out a long term follow-up over one 
year (see Webster-Stratton, 1990). Given the poor prognosis of behaviour problems in 
young children (Kazdin, 1995) long term follow-ups beyond this time would appear 
important to address whether the effects from PT programmes are maintained and to 
determine the long term outcome for these children and families.
Most of the Webster-Stratton research has used randomised controlled trials and 
waiting list control groups that help to conclude with more certainty that the effects 
found are due to the PT programme itself rather than other factors. However, the use 
of control groups in follow-up studies is problematic because of ethical issues 
regarding withholding treatment and this limits the findings regarding the maintenance 
of effects. In all studies, Webster-Stratton has included multiple measures that attempt 
to capture the programme content, including standardised questionnaires and 
observational measures, which allow for a more comprehensive evaluation and 
validation of any changes found.
A number of criticisms have also been levelled against the research evaluating PACS. 
Firstly, the programme was offered in a research setting in a university laboratory 
rather than a clinical setting. Secondly, in many of the studies at least half of the
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families were self-referred which may have meant they were more motivated as they 
were seeking help. Thirdly, therapy was conducted by Webster-Stratton herself or 
highly trained and supervised assistants who could be considered ‘experts’ in 
administering the programme and who also had small caseloads of clients with similar 
problems (Taylor et a l, 1998). Taylor et a l  (1998) suggest these factors may account 
for some of the reported successes of the PACS programme as it was evaluated under 
‘optimum’ conditions that are unlikely to be replicated in clinical settings. Weisz, 
Donenberg, Han and Weiss (1995) suggest that similar results may not be obtained in 
applied clinical settings with additional demands on therapists and a more 
heterogeneous client group who have been referred by other professionals.
To compare empirically supported therapy to typical clinic therapy, Taylor et a l 
(1998) evaluated PACS in an independent setting with a heterogeneous client group 
treated by clinicians with large and heterogeneous caseloads. Families were randomly 
assigned to a PACS parenting group, a typically offered eclectic approach and a 
waiting list control group. After fifteen weeks, mothers in the treatment groups 
reported fewer behaviour problems in their children than those on the waiting list. 
However, mothers in the PACS programme reported significantly fewer behaviour 
problems and greater satisfaction with treatment than mothers in the eclectic 
treatment. Taylor et a l (1998) suggest these findings supported the efficacy of the 
PACS programme in comparison to a typical service in a children’s mental health 
centre, for parents seeking help in managing their child’s behaviour. They concluded 
PACS can be successfully implemented in a clinical setting.
Conclusions - Utility and Efficacy of PT Programmes
Having only reviewed the evidence for one PT programme, it is difficult to draw 
generalised conclusions about the utility and efficacy of PT programmes in general. 
However, the research findings with PACS appears to have been replicated with other 
PT programmes using different methods and approaches. Literature reviews of 
intervention programmes have concluded that PT is the most empirically supported 
intervention strategy for decreasing childhood behaviour problems (Kazdin, 1987; 
Webster-Stratton, 1991). The short and long term successes of such programmes have
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been evidenced by significant improvements in child and parent behaviour for at least 
two thirds of children treated by this method (Patterson, 1982). 'Family generalisation 
effects’ have also been found (Griest & Forehand, 1982), in that treatment effects firom 
PT programmes may generalise out to other family difficulties, such as parental 
psychopathology or marital discord.
However, PT also has some limitations. Studies have reported high rates of attrition 
between 50 and 75% through families not beginning treatment or terminating 
treatment prematurely (Kazdin, 1990). For families who complete treatment, not all 
appear to benefit from it or maintain treatment effects (Webster-Stratton, 1990). This 
has led to research examining why PT may work for some families and not for others. 
Griest and Wells (1983) suggest that PT assumes that underlying the child's problems 
is a deficit in parenting skills and therefore it ignores other aspects of parental 
functioning that may be influential such as attitudes, relationships and 
psychopathology.
A problem for PT is that the family characteristics associated with poor treatment 
outcome are also likely to initially predict child behaviour problems (Webster- 
Stratton, 1994). Kazdin (1987) suggests that PT may not be appropriate for families 
with certain characteristics for several reasons. Firstly, particular parental and family 
processes outside the specific parent-child interaction may influence the effectiveness 
of treatment and child functioning, but these are not dealt with by PT. Secondly, PT 
makes several demands on the parents, such as asking them to systematically record 
and observe child behaviour and implement multiple procedures at home. For families 
with other problems the demands may be too great to continue in treatment. Finally,
PT requires at least one parent who is willing and capable of following through with 
the treatment. Some parents may not participate because of their difficulties, others 
may not participate because they feel they have reached their limits in trying to help 
their child. Dumas and Albin (1986) found families characterised by particular risk 
factors were more likely to drop out or fail to benefit from treatment despite high 
levels of attendance and commitment to the PT programme. This suggests that 
families with certain characteristics will find it harder to benefit from PT despite their
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motivation.
Overall Conclusions
Behaviour problems in young children are relatively common and for a significant 
number have a poor prognosis leading to the development of conduct disorders and 
serious anti-social behaviour in later life. Based on Patterson’s (1980, 1982) social 
learning model that highlights the role parent-child interaction plays in the 
development of child behaviour problems, PT programmes have aimed to train parents 
in more effective ways of interacting with their child. A wide diversity of PT 
programmes exist. One of the most commonly used and extensively evaluated is ‘The 
Parents and Children’s Series’ by Webster-Stratton (1992) which is based on a group 
discussion and video modelling format. Series of randomised controlled trials have 
demonstrated both short and long term benefits from this programme indicating it is 
an effective treatment for young children’s behaviour problems. However, despite this 
success there is consistent evidence that some families fail to respond to PT 
programmes and these families have been identified as having a number of risk factors 
associated with child behaviour problems. Supplements to PT that focus on child, 
family or social risk factors have shown increased benefits above those offered by PT 
alone. This suggests the future for PT programmes may be to work on multiple levels 
with a variety of target populations to reflect the multi-faceted nature of child 
behaviour problems and the complex and interacting nature of factors involved in their 
development and maintenance.
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ABSTRACT
Title: Exploring the Utility of a Video Based Parent Training Programme with 
Mothers with Mild Learning Disabilities: A Mixed Methods Design
Objective: To explore whether mothers with mild learning disabilities (MLD) could 
benefit from a modified six session video based parent training programme.
Design: An intensive clinical case study approach and a mixed methods design.
Participants: Six mothers with MLD, who had a pre-school child, formed the total 
sample, from which two mother-child pairs formed the clinical case studies.
Main Outcome Measures: Quantitative data (N = 6) consisted of multiple baseline 
measures that were repeated at post-intervention and one month follow-up. These 
included coding of videotaped unstructured and standardised task observations of 
mother-child interaction, self-report measures of parental stress (Parenting Stress 
Index (PSI); Abidin, 1995) and child behaviour (Behaviour Screening Questionnaire 
(BSQ); Richman, 1971). Qualitative data (N = 2) consisted of thematic analysis of 
process notes taken during videotaped unstructured observations of mother-child 
interaction at baseline, post-intervention and one month follow-up, using 
Interpretative Phenomenological Analysis (IPA; Smith and Osborn, 2003). A Parent 
Satisfaction Questionnaire was also completed to ascertain the mother’s perspective 
on the intervention. Two self-reflexive interviews were completed by the researcher 
and these personal reflections are commented on throughout.
Results: Across the total sample (N = 6), there were significant increases in maternal 
positive affect, cognitive development and seeking information/help interaction codes 
in unstructured observations from baseline to post-intervention, and baseline to 
follow-up. There were also significant increases in maternal positive affect and 
seeking information/help interaction codes on standardised tasks from baseline to 
post-intervention, and baseline to follow-up. There were significant decreases in BSQ
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Total Scores at baseline to follow-up, and post-intervention to follow-up and 
significant decreases in PSI Total Scores and Child Domain scores from baseline to 
post-intervention, and baseline to follow-up. In the clinical case studies (N = 2) a 
range of common themes, with some unique experiences, were identified, including, 
positive affect, negative affect, maternal roles, interaction styles and processes, and 
the impact of the video camera and researcher.
Conclusions: This parenting programme appeared to have some benefits for mothers 
with MLD. Limitations of the study, areas for future research and clinical implications 
are discussed.
PsychD in Clinical Psychology 224
Major Research Project
INTRODUCTION
The introduction section will put research with parents with learning disabilities (LD) 
into a historical and current policy and service provision context. There will then be a 
focus on three bodies of research that have developed: firstly, characteristics 
associated with parents with LD, including factors other than just cognitive 
limitations, which may impact on their parenting competency; secondly, outcomes for 
children of parents with LD and thirdly. Parent Training (PT) interventions with 
parents with LD. This will set the context for the current research.
The Historical Context
In the first half of the twentieth century many people with LD were unable to exercise 
their full citizenship rights and in various countries were subjected to involuntary 
sterilisation and institutionalisation (Murphy & Feldman, 2002). People with LD were 
considered unable to have sexual relationships or to be parents. However, the 
introduction of normalisation (Wolfensberger & Tullman, 1989) and the disability 
rights movement, brought about changes including deinstitutionalisation and the 
banning of involuntary sterilisation for people with LD. Self-advocacy groups began 
demanding that people with LD were considered able to make their own decisions 
including whether or not to have sexual relationships and become parents (Murphy & 
Feldman, 2002). Parenting was upheld as a basic right for all adult citizens (Hayman, 
1990) and people with LD began to be increasingly recognised as full citizens in 
Western society (Murphy & Feldman, 2002). Following these changes there appeared 
to be increases in people with LD marrying, having children and parenting (Whitman 
& Accardo, 1993; Whitman et al., 1987).
In 2001 in the UK, it was estimated that there were approximately 1.2 million people 
with a mild or moderate LD and a further 210,000 with a severe LD (Department of 
Health (DoH), 2001). Estimates of the number of parents with LD in the UK vary 
(McGaw, 1997), often due to differing definitions of LD (Booth et al., 2005). The 
National Survey of Adults with LD in England in 2005, found that one in fifteen (7%), 
of the 2,898 adults interviewed, had children (Emerson et al., 2005). Whatever the
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true number, it is generally acknowledged that this number is increasing steadily 
(Ward & Tarleton, 2007).
The Current Policy and Service Provision Context
In the twenty-first century, there have been some key policy initiatives from the 
Government to try to identify and address the needs of people with LD. In 2001, the 
Government published the National Learning Disability Strategy, a White Paper 
entitled ‘Valuing People: A New Strategy for Learning Disability for the 21st 
Century’ (DoH, 2001). This reported that “people with learning disabilities are 
amongst the most vulnerable and socially excluded in our society”. At the heart of the 
Government’s proposals were four key principles: rights, independence, choice and 
inclusion. One of the objectives stated was to enable people with LD to “lead full and 
purposeful lives in their communities and develop a range of activities including 
leisure interests, friendships and relationships”. This included the rights of people with 
LD to marry and have a family (DoH, 2001). The government proposed that “services 
for parents with a learning disability will be improved” (DoH, 2001) and committed to 
“supporting parents with learning disabilities in order to help them, wherever possible, 
to ensure their children gain maximum life chance benefits” (DoH, 2001).
Despite these aspirations, the reality appears to be different, as parents with LD are far 
more likely than non-disabled parents to have their children removed and placed away 
from the family home. The English national survey found that only 52% of parents 
interviewed were looking after their children (Emerson et al., 2005). This figure is 
supported by research into care proceedings. Within the UK, 40 -  60% of children of 
parents with LD are taken into care (Booth & Booth, 2004) and this is consistent with 
child removal rates reported worldwide (McConnell et al., 2002). Booth et al. (2005) 
found that parents with LD were disproportionately represented in care proceedings 
and their children were significantly more likely to be freed for adoption than children 
of any other groups of parents. Courts are more likely to consider terminating parental 
custody when parents have LD than when parents have emotional disorders (Budd & 
Holdsworth, 1996) or physical disabilities (Goodinge, 2000), and 60% of families
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with one parent with LD were found to be involved in child protection issues 
compared to 20% of parents with other disabilities (Goodinge, 2000).
Research has tended to confirm that societal reactions to parents with LD are negative. 
In a review of empirical studies examining attitudes towards the sexual rights of 
people with LD, Aunos and Feldman (2002) found that the attitudes of parents, 
workers and professionals were strongly against procreation and often against people 
with LD becoming parents. Some still favoured sterilisation as a form of 
contraception. In contrast, people with LD themselves were mostly in favour of 
raising a child. Aunos and Feldman (2002) argue that negative stereotypes regarding 
people with LD affect decision-making processes in the legal system and termination 
of parenting rights is often based on misconceptions that having LD automatically 
makes parents incapable of adequately raising children and lacking potential to learn 
how to do so (Feldman, 1994). This results in parents with LD being over-represented 
in custody hearings and often losing their children without evidence of child 
maltreatment in many countries (Glaun & Brown, 1999) and parents being highly 
scrutinised and held to higher parenting standards that might be applied to other 
parents. Booth and Booth (1994) reported that often evidence for parenting failure by 
parents with LD is based on child care problems within the family, children being 
taken into care and the termination of parental rights. However, they argue that this 
evidence cannot be taken at face value as these outcomes are often mistakenly 
attributed to parenting deficits when they are more accurately viewed as deficiencies 
in services or supports.
The gap between policy and practice therefore appears significant. Within the UK, 
parents with LD are supported in a variety of different ways by services including 
both child and LD services (Arnold, 2003). Ward and Tarleton (2007) identified a 
number of barriers to the provision of adequate support for parents with LD, in a study 
identifying and mapping positive practice in supporting parents with LD and their 
children in the UK Barriers included: negative stereotypes and assumptions often held 
by professionals, including fixed ideas about what should happen to children of 
parents with LD; a lack of consistency and clarity regarding what constitutes “good
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enough parenting” by professionals; parents’ lack of engagement with services, often 
due to fear that their children will be taken away; late or crisis point referrals, 
inadequate resources and high thresholds for eligibility criteria. Ward and Tarleton 
(2007) also report a tension between child and family social work teams, who are 
responsible for protecting children’s welfare and adult LD services, who uphold the 
rights of parents and want to provide support to help them parent, which creates a gulf 
in their responses to families. Arnold (2003) suggests that the support parents with LD 
require can cause dilemmas for services in terms of resources, professionals’ 
experience and understanding.
These difficulties in service provision have begun to be addressed by the recent 
publication of ‘Good Practice Guidance on Working with Parents with a Learning 
Disability’ (DoH & Department for Education and Skills (DfES), 2007), which 
specifically acknowledges the evidence of a lack of communication, co-operation and 
joint-working across adult and children’s services, and between health and social 
services in relation to parents with LD. This document makes specific 
recommendations for all services to improve this situation for the parents often caught 
in between services and professionals.
It had previously been assumed that parents with LD were not capable of providing 
adequate care for their child and they could not benefit from teaching programmes 
(McGaw, 1998). However, research has aimed to empirically test these assumptions 
and results have begun to challenge hypotheses regarding the parenting capacities of 
people with LD (Booth & Booth, 2002). Furthermore, it has been acknowledged that 
differing methodologies, definitions of successful parenting and sample selection all 
influence the results (McGaw, 1998).
Prior to examining some of the research in this area, it is helpful to clarify who are 
being referred to by the term ‘parents with LD’. McGaw (1998) suggested a parent 
with LD could be defined as “someone who is a parent whose intellectual functioning 
happens to fall two standard deviations below the mean (an IQ of 70 or less) in 
conjunction with deficits in adaptive behaviour, as assessed during the developmental
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period up to 19 years of age”. McGaw (1998) suggests that parents with LD will 
usually view themselves first and foremost as parents, rather than people with a label 
of LD. She refers to this group as “parents who happen to have intellectual 
disabilities”.
Characteristics Associated with Parents with LD
Feldman (2002) has suggested that many factors in addition to (or instead of) parental 
LD impact on parenting. Feldman (2002) proposed an interactional model (see Figure 
1) highlighting the factors that might be influential for parents with LD. Research has 
tended to show that measured intelligence is not a reliable predictor of parental 
competence (Dowdney & Skuse, 1993; Whitman et a l, 1987). It is likely that many 
other factors impede or support capable parenting other than below average 
intellectual functioning (Feldman, 1998). Such factors individually or together may 
affect parenting and in turn impact on child outcomes (Feldman, 1998). The exact 
impact of having LD on parenting ability is difficult to establish because parents with 
LD tend to have many of the social and psychological characteristics shared with 
other ‘at risk’ parents. Booth and Booth (1996) suggest that very different parenting 
strategies may be required in deprived conditions in which many parents with LD live, 
however, professionals may use their own experiences of parenting to make 
judgements about parenting, leaving parents with LD open to discrimination (Booth & 
Booth, 1996).
Feldman’s (2002) model appears to have some empirical support from research 
findings which are discussed below. Recent government reports have also supported 
this model and in the national survey, people with LD identified many of these factors 
as issues themselves (Emerson et al., 2005).
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Social Support
Mothers with LD have been found to report significantly less support from their 
partners and more frequent feelings of isolation than comparison mothers with low 
income and average intelligence (Walton-Allen, 1993). A number of studies have 
provided evidence for the importance of social support in parenting for mothers with 
LD. Sterling (1998) found that social support had a significant direct effect on 
parenting performance in mothers with LD. Furthermore, the effects of cognition on 
parenting and depression on parenting appeared to be mediated through social support. 
Kroese et al. (2002) found that psychological well-being was positively correlated 
with the size of the mothers’ social support network. How recent the helpful contact 
had been was positively correlated with self-esteem and self-esteem was negatively 
correlated with the reported burdens of parenthood. Therefore social support appeared 
to affect parenting indirectly via its effects on psychological well-being. The number 
of social contacts was found to be consistent with other studies (for example, 
Llewellyn et al., 1999) and this was considerably lower than for parents without LD 
(for example, Levitt et al., 1986), indicating a lack of social support for mothers with 
LD. Only one third of the sample reported having any friends, a finding that has been 
replicated in other studies of parents with LD (for example, Llewellyn et a l,  1999) 
and people with LD without children (for example. Grant, 1993). The networks were 
mostly family centred. Kroese et al. (2002) reported that not all help was seen as 
supportive but unhelpful contacts were still included in social support networks 
perhaps indicating difficulties with assertiveness.
Feldman et al. (2002) found that mothers with LD were socially isolated and social 
support was significantly negatively correlated with parenting stress, suggesting that a 
satisfactory social support network may mitigate the effects of stress. Parental 
perception of support appeared more important than the actual amount of support in 
buffering the effects of stress. Social support satisfaction ratings were significantly 
positively correlated with positive mother-child interactions. Mothers reported a 
greater need for support.
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Booth and Booth (2002) examined the part men played in the lives of mothers with 
LD by drawing on the stories of 55 mothers from previous studies (Booth & Booth, 
1994; Booth & Booth, 1998a; Booth & Booth, 1998b). They concluded there was a 
high incidence of psychosocial pathology traceable to male partners including 
unemployment, disability including LD, physical or sensory impairments and mental 
illness, perpetrators of abuse and violence, drug and alcohol misuse and child 
removal, which for 10 families was attributable to the behaviour of the male partner. 
The occurrence of abusive behaviour was notably higher among partners without LD. 
Relationships were classified into the following categories: supportive/non-abusive (n 
= 23); non-supportive/non-abusive (n = 12); non-supportive/abusive (n = 12), 
supportive/abusive (n = 8). A number of those who were unsupportive or abusive 
became so later in the relationship in relation to stressors, such as the loss of support, 
removal of children or ill health. The majority of the mothers had maintained a long 
term, stable relationship with their partners. Men’s contribution to the family was 
rarely as a breadwinner but men who were supportive brought added competence to 
family functioning by strengthening the adaptive skills within the parenting 
partnership. It was suggested that this went someway to challenging the assumption 
that men are exploitative or “bring trouble”. They suggested this assumption leads to 
little incentive for men to work with services to support mothers and their low level of 
engagement in services is unhelpful. They suggest services to support parents with LD 
should include both mothers and fathers or male partners.
Mother’s Phvsical and Psvchological Health and History
Using the same 55 mothers with LD, Booth and Booth (2002) reported the presence of 
physical and sensory impairments and mental health problems in the mothers. In 
addition, over half the mothers had been victims of sexual abuse as a child and victims 
of physical violence or sexual assault as adults, with present or past partners being the 
main perpetrators of violence. Five mothers had given birth as a result of rape or 
incest. It was suggested that the results may have been an underestimation given the 
reluctance some people with LD may have to disclose such information. Walton-Allen 
(1993) found that mothers with LD were likely to be more depressed and experience
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significantly more severe depressive symptoms in comparison with low income 
average intelligence mothers. These experiences may all impact on parenting.
Maternal Stress
Mothers with LD have been found to experience greater stress in their parenting role 
and find their child’s behaviour more difficult than comparison mothers with low 
income and average intelligence (Walton-Allen, 1993). Feldman et al. (1997) 
examined stress levels in mothers with LD and suggested that the extreme stress is a 
potential contributor to parenting difficulties. Using the Parenting Stress Index 
(Abidin, 1995), eighty-two mothers with LD were found to have very high levels of 
overall stress (above 95^  ^percentile), stress related to child characteristics (95^  ^
percentile) and stress related to other life experiences (90^  ^percentile), when 
compared to a control group. Mothers with school-age children reported significantly 
higher stress levels than parents of infant/toddler and pre-school children. The child’s 
age and living in a crowded environment were significant predictors of parenting 
stress.
Socio-Economic Status
Studies have found that mothers with LD tend to be from low income families 
(Keltner, 1992; Whitman et a l, 1987). Feldman and Walton-Allen (1997) examined 
the impact of low maternal IQ and poverty on school-age children of mothers with LD 
in comparison similarly impoverished children of mothers without LD. The children 
of mothers with LD were found to have lower IQs and academic achievements and 
more behaviour problems than children of mothers without LD. There was not one 
child of a mother with LD who did not have a problem. Boys appeared to be more 
affected than girls. The quality of home environments and maternal social supports 
were lower in those mothers with LD and both were negatively correlated with child 
behaviour disorders. The study concluded that being raised by a mother with LD can 
have a detrimental effect on child development that cannot be attributed to poverty 
alone.
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Conclusions - Characteristics Associated with Parents with LD 
Research has reported that parents with LD are more likely to have other factors 
present that can be associated with parenting difficulties, including: high stress levels, 
poor social support and low socio-economic status. Qualitative studies, such as Booth 
and Booth (2002) have provided useful descriptions and insights into the experiences 
of parents with LD. However, small samples and a lack of controlled studies makes it 
difficult to draw robust conclusions regarding whether parenting difficulties can be 
attributable to these factors or parental LD alone or whether interactions between 
these factors are important, as proposed by Feldman (2002).
Children of Parents with LD
Until recently children bom to parents with LD were thought to be at risk just because 
they had a parent with LD, who was considered not to be capable of raising children 
because of their LD (Feldman, 2002). This assumption is now being challenged and 
research has shown that the long-term outcomes for children are not fixed by having a 
parent with LD (Booth & Booth, 1998a).
Child Development
Feldman et al. (1985) found that two year old children of mothers with LD were at 
risk for developmental delay particularly in language. The child’s cognitive 
development was significantly correlated with measures of the home environment and 
whether a previous child had been removed. Keltner et al. (1999) examined the 
developmental outcomes in children of parents with LD, whilst controlling for the 
confounding effects of poverty. They compared low income mothers with LD with 
matched low income mothers without LD. Developmental delay was identified by the 
age of 2 years in 42% of children bom to mothers with LD and 12% of children bom 
to mothers without LD. This appeared to support previous research that identified 
positive correlations between matemal IQ and the child’s cognitive development 
(Feldman et a l, 1985). The results indicated that matemal LD could increase the risk 
of child developmental disabilities and these risks could not be attributed to poverty 
alone (Feldman & Walton-Allen, 1997).
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Epidemiological studies estimate that the majority of parents (at least 60%) will have 
children who function at a higher intellectual level than their parents and some of 
these children will be of normal or superior intelligence (Booth & Booth, 1997; 
Dowdney & Skuse, 1993).
Self-Esteem
Nichols (1989) found psychological difficulties such as anxiety, depression and 
feelings of rejection in normally developing eight and nine year olds of mothers with 
LD. However, self-esteem appeared to be maintained, a finding supported by 
anecdotal evidence from case studies (for example, Tymchuk & Andron, 1988). 
Perkins et al. (2002) found that self-esteem in children of mothers with LD, was 
affected by their perception of their mother and feelings of stigma, particularly 
regarding having parents who were noticeably different to other parents. Perception of 
stigma reduced the child’s attachment to their mother. Matemal care giving style 
mediated the relationship between the perception of stigma and strength of attachment 
and attachment was securely related to the child’s self-esteem, for example, if the 
child had an avoidance or anxious/ambivalent attachment to the mother, self-esteem 
tended to be lower.
Long-Term Outcomes for Children of Parents with LD
Studies have tended to examine the effects of parenting by parents with LD on early 
child development but few have explored the outcomes for older children in 
adolescence and adulthood. Booth and Booth (1997) used qualitative methodology to 
explore the long-term experience and outcomes of adults who had been brought up by 
parents with LD. They concluded that none of their participants had an easy childhood 
but many showed great resilience in coping with adversity. Of the 30 adults 
interviewed, 11 admitted to tmancy, 11 had been in trouble with the police (3 had 
been in prison), 2 had attempted suicide, 11 were divorced or separated, 16 had 
experienced some form of abuse, 7 presented with or had overcome mental health 
problems and 8 suffered from chronic ill health. Five now had children of their own. 
Without a control group it is difficult to draw conclusions regarding the 
representativeness of such experiences. Most of these adults had been brought up in
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poverty and therefore their experiences may be similar to those from similar socio­
economic backgrounds (Booth & Booth, 2000). Booth and Booth (2000) suggested 
that many of the adults showed considerable adaptability in coping with adversity and 
their destinies were not fixed by having a parent with LD. They therefore suggest that 
the focus of research shifts from the nature of the risks to the source of their resilience. 
They also concluded that there was no simple link between parenting skills and child 
outcomes but child outcomes depended on more than just their parents. The strength 
of the parents’ support system had an important influence on the children’s experience 
of growing up and parental competence may be seen as a distributed feature of the 
parents’ social network rather than an individual attribute (Booth & Booth, 2000).
Whilst Booth and Booth’s (2000) study provides important qualitative insights into 
the perspectives of children who grow up with a parent with LD, there has to date 
been no systematic quantitative research examining what happens to children of 
parents with LD when they grow up. It has been hypothesised that these children have 
an increased risk of problems in late life including emotional problems (Feldman, 
2002) but this has not been substantiated. However, there also appears to be a group of 
“resilient children” who are children who grow up with no obvious problems. It is not 
clear why some children appear to be well adjusted and others are not.
Conclusions - Outcomes for Children of Parents with LD 
Studies have shown that many children of parents with LD are often at risk for 
developmental delay, maltreatment and neglect. However, qualitative research has 
proved useful in allowing children’s experiences to be described in detail and this 
appears to show some variability in outcomes.
Several studies have found that parents with LD are less likely to be affectionate, 
responsive, accommodating and consistently reinforcing to their children when 
compared to middle and low socio-economic status mothers (Feldman et a l,  1985; 
Feldman et a l, 1986) and therefore PT would appear to have a role. A number of 
studies have undertaken to describe and evaluate various PT programmes with parents 
with LD, some of which are described below.
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PT Interventions for Parents with LD
Research on PT interventions vary considerably in terms of the level of parental LD; 
topics taught; age and vulnerability of the children involved; and the settings within 
which the programmes are based (McGaw, 1998). They also vary in terms of their 
methods of evaluation. Most research reports positive outcomes for the families who 
participate in PT programmes but a serious methodological limitation is the lack of 
comparative data which confounds empirical evaluation in most studies (McGaw, 
1998). Most studies tend to be descriptive and describe the content and methods used 
and there are only a limited number of experimental studies reported (Tymchuk et al., 
1987). Conceptual flaws include researchers not adopting a systematic definition of 
adequate parenting nor are there developed standards against which parents with LD 
can be compared (Tymchuk et a l, 1987). Tymchuk and Andron (1988) also suggest 
that the efficacy of different PT programmes to meet individual parents needs need to 
be examined. Different types of research and their results will be described below.
Case Studies
Tymchuk and Andron (1988) reported a single case study using a multiple baseline 
procedure, to evaluate a PT programme with a mother of three children each with 
behavioural and cognitive delays. Training took place initially in the clinic setting and 
then at home with the mother being instructed with each child singularly and then as a 
group. The results showed that there were positive changes in interaction in both 
settings and there was some maintenance in the positive aspects of the mother’s 
behaviour as well as some of each child’s behaviour. This suggests that mothers with 
LD can be successfully trained to care for several children including those with 
delays.
Feldman et al. (1989) evaluated the effects of a PT programme consisting of verbal 
instruction, modelling and feedback in affection and responsitivity with three mothers 
with LD towards their children. Outcomes included increased matemal physical 
affection, praise, and imitation of child vocalisations, to levels found in comparison 
groups of mothers without LD. The PT programme was also found to be more 
effective than verbal instmction alone. Most gains were maintained over a three to
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eighteen month follow up period, although one mother required a reinforced 
maintenance procedure. They found instructing mothers to generalise helped to 
increase generalisation of new skills from play times (the training context) to child­
care tasks. Teaching mothers to imitate child vocalisations was found to be related to 
gains in the frequency and quality of verbal behaviour of the two language delayed 
children. They concluded that behavioural instruction can improve important child- 
rearing skills of mothers with LD with corresponding benefits to their children.
Evaluating the Use of PT Material
Feldman et al. (1999) evaluated the use of pictorial manuals as self-help devices to 
teach child-care skills to parents with LD. Ten mothers who were considered to be 
neglecting their children participated. The mothers were given manuals containing 
skills that they were identified to need training on, based on baseline assessments. The 
manuals contained line drawings and simple text on steps involved in child-care tasks 
such as bedtime safety, bathing and kitchen safety. Results showed that self- 
instructional pictorial PT manuals, without additional PT, were effective in teaching 
12 of 13 child-care skills to nine of the ten mothers. In most cases scores improved to 
criterion levels seen in parents without LD. The one mother who did not benefit from 
the manual alone reached the criterion when full training was provided. There was 
also anecdotal evidence from others visiting the home of improvements in the trained 
skills. These manuals were for basic child-care and safety skills only and it was 
suggested that they could be developed for other parenting skills.
Feldman and Case (1999) evaluated the efficacy of self-instructional audio-visual 
child-care manuals with ten parents with LD. Illustrated picture books were prepared 
for 25 child-care skills from birth to two years, for example, feeding and nutrition, 
health and safety, handling emergencies, positive parent-child interaction and 
promoting appropriate behaviour in older children (Case & Feldman, 1993). Audio 
tapes accompanied the books and directed the parent to look at a picture and then read 
the accompanying text. Multiple measures taken at baseline included three measures 
of reading ability, a measure of motivation to use the materials and observed 
performance of the child-care skills. A measure of acquisition speed (the mean
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number of weeks required to reach the training criterion of 80% over three 
consecutive weeks) and a consumer satisfaction questionnaire were also completed. 
Results showed that self-instruction was effective with 9 out of 10 parents and 11 out 
of 12 skills with an increase from 38.7% of skills correct at baseline to 72.4%. The 
skills maintained at 86.4% over a mean follow-up period of 4 months. Skills reached 
percentage levels seen in parents without LD. Increased skills were maintained up to 
6.5 months after training during which time observations of the trained skills reduced. 
Four parents only needed the minimal number of sessions to reach criterion (3 
consecutive sessions to reach 80%). Only one parent required full training as opposed 
to self-learning. The study concluded that many parents with LD may improve their 
parenting skills with such audio-visual self-learning material.
Feldman and Case (1997) compared audio-visual to visual self-leaming materials with 
13 parents with LD. Audio-visual or visual only self-instructional manuals were 
effective in teaching 85% of skills that maintained over a 1-15 month follow-up 
period. Audiotapes of the text in the manuals improved acquisition of child-care skills 
in three parents with LD who were not progressing using just visual materials. They 
suggested future research could examine the efficacy of videotapes and reinforcement 
contingencies.
Tymchuk et al. (1990) trained eight mothers with LD to understand and apply 
behavioural and developmental principles. Results from three questionnaires showed 
that mothers with LD did significantly worse before training than a control groups of 
mothers without LD from similar backgrounds. After training, mothers with LD 
showed significant improvements over their own and the control mothers' baseline 
scores, on two of the behavioural questionnaires. There was no significant change 
maintained at follow-up but no differences were found between the groups. It was 
concluded that mothers with LD can learn and make use of new concepts, such as 
praise, punish and ignore with assurance that these were being understood and could 
be used. Some generalisation of the behavioural principles taught was seen in 
videotaped mother-child interactions although it was not possible to draw direct 
inferences.
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Tymchuk and Andron (1992) compared the behaviour of nine mothers with LD 
towards their children, with a control group of 15 mothers whose children attended 
day-care in the same area and were similar to the mothers with LD on all variables 
except they had more children on average. They found that praising and labelling rates 
by mothers with LD were less than those of the control group whilst there was little 
verbal and no physical punishment exhibited by either group. Using a multiple 
baseline procedure, mothers with LD were trained to praise, engage in positive 
physical behaviour, label and ask questions and model activities. All targeted 
behaviours increased after training for most of mothers with LD, however, several of 
mothers learned slowly and lost their gains after one month follow-up. These mothers 
were characterised as having difficulties in addition to their LD that would interfere in 
optimal learning of parenting skills.
Group Intervention
McGaw et al. (2002) examined the benefits of a group intervention for parents with 
LD with the aim of addressing social exclusion. Twelve parents with borderline or 
MLD attended a 14 week group intervention that used a cognitive-behavioural 
approach to teach parents social awareness and social skills and they also received a 
home based service to work on parenting skills. They were compared to 10 parents in 
a control group who received a home based service to work on parenting skills only. 
The results showed that the parents’ views of themselves became more positive, 
improving significantly for parents in the experimental group. A delayed effect was 
identified with improvements in self-concept occurring post-group and at 27 week 
follow-up, suggesting that following the group parents needed time to generalise the 
newly learnt sills to everyday relationships. However, the improvements did not 
appear to benefit the children. The parents’ perceptions of the quality of parent-child 
relationship remained the same, as did their rating of child problem behaviours. In 
contrast the control group appeared to show immediate improvements to the parents’ 
perception of the child’s capabilities. The authors suggested that the parents in the 
experimental group may have found it difficult to work on the group programme 
whilst also working on the parenting skills within the home based programme. They 
hypothesised that the children may have made secondary gains from their parents’
PsychD in Clinical Psychology 240
Major Research Project
improved self-concept, as maternai self-esteem has been associated with the quality of 
matemal-child interactions. A positive benefit was that all parents who attended the 
group training made new friendships outside the group and 64% made positive life 
changes following the group compared to 0% of the control group. The most 
significant benefit of the group intervention was the increase to their self-concept, 
with additional gains in their social support networks. However, group intervention 
may not immediately benefit their children. These secondary benefits may only appear 
once parents have attained personal and family goals. They suggest that stand-alone 
home based or group work does not fully address the needs of these parents and in the 
long-term the combination of both forms of intervention provides parents with 
opportunities to focus on their social and personal needs as well as improving their 
child care skills.
Home Based PT Programmes
Llewellyn et al. (2002) carried out a randomised controlled trial of a home-based PT 
programme for 45 parents with LD, addressing child health and safety issues. The 
study identified programme specific issues for home based programmes for parents 
with LD including: the suitability of the home as a learning environment; identifying 
parent priorities; parent readiness to learn and parent control (or lack of) over the 
home environment. They concluded that the home environment benefits both teaching 
and learning but careful consideration needs to be given to each parents’ home 
situation. It was recommended that the processes involved in home-based programmes 
be reported alongside programme outcomes. From analysis of case notes, 
observations, parent feedback and group discussions, the following was 
recommended: more pictures were beneficial, interactive learning was vital, more 
opportunity was needed to monitor and reinforce progress, activities needed to be 
achievable, repetition was good but repetitiveness was not and individual needs, 
experiences, capabilities, learning styles and personalities needed to be considered.
Conclusions Drawn From PT Research for Parents with LD
Feldman (1994) reviewed outcome studies of PT programmes for parents with LD. On 
the basis of the review a number of recommendations for fixture PT programmes with
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parents with LD were made. Firstly, specific skill assessment using direct 
observational techniques before the programme were needed. Secondly, training 
should be performance based rather than knowledge based. Thirdly, training should 
utilise modelling, practice, feedback and praise as methods. Fourthly, tangible 
reinforcers may be used to promote attendance, rapid acquisition and maintenance of 
skills. Fifth, training should be carried out in the home or a home like environment to 
facilitate generalisation of skills and finally, training should be adaptable so it is 
provided in the actual environment in which skills are needed. Feldman (1994) also 
recommended that maintenance and generalisation issues should be considered when 
planning PT programmes for parents with LD. Feldman (1994) suggested that when 
evaluating outcomes of such programmes child outcome measures and socially valid 
outcome measures should be used.
Studies have begun to add developing technology to PT strategies for parents with LD 
and there is growing evidence that parents with LD can benefit from PT (Feldman et 
a l, 1999). Research has shown that training and support can improve parenting skills 
and protect against parenting breakdown (Feldman, 1998; Tymchuk et a l, 1990). 
Furthermore, many parents with LD are capable of learning to provide acceptable 
child-care, stimulation, nurture and affection to their children (Feldman, 1994).
Studies have shown that without intensive training parents with LD do not generally 
engage in generalised positive and stimulating parent-child interactions, such as 
giving clear instructions, praising, and responding to child language (Feldman, 1994; 
Feldman, 1997; Feldman et al., 1993). However, studies have tended not to look at 
whether parents with LD can increase and generalise complex interactional behaviours 
via self-instruction with corresponding improvements in child development and 
behaviour.
Conclusions from Research
Based on a review of the research regarding parents with LD, Booth and Booth (1994) 
suggested seven key lessons to be learnt. Firstly, there is no clear relationship between 
parental competence and intelligence. Secondly, there is no agreed standard for 
defining what constitutes adequate parenting. Thirdly, it is important to distinguish the
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effects of environmental pressures on parental competence from the effects of having 
LD. Fourthly, the problems of many parents with LD stem more from their own 
upbringing than from their LD. Fifth, parents with LD are more likely to experience 
parenting under conditions of adversity and are also more susceptible to these strains. 
Sixth, the parenting skills of people with LD can be improved by training and finally, 
adequate social supports are a significant factor in protecting against parenting 
breakdown.
Booth and Booth (1994) also reviewed the literature regarding PT with parents with 
LD and suggested ten empirically grounded points: firstly, training can improve the 
knowledge and skills in virtually all areas of parenting, although the extent of learning 
varied between individuals. Secondly, periodic and ongoing long-term ‘refresher’ 
support is needed to maintain learned skills. Thirdly, success in training is related to 
prior parental competence, although competence itself does not bear any direct 
relationship to IQ, which may be less important than interest in, and involvement with 
the child and the parent’s motivation to learn. Fourthly, training is less effective where 
parents have to cope with external pressures in their lives (such as debt, homelessness, 
harassment, the protective agencies, opposition from their extended family) and are 
preoccupied with the crisis of day to day survival. Fifth, the acquisition of new skills 
is more likely and training more effective, if clearly specified, individualised goals are 
set and presented in small, discrete and concrete steps. Sixth, the maintenance and 
generalisation of new learning is assisted by treating in real-life settings rather than in 
the classroom or clinic and by the involvement and support of fathers or partners. 
Seventh, training must be geared to parental learning characteristics - for example, a 
slower rate of learning, inability to read, difficulties in organising, sequencing and 
sticking to time schedules, need for more intensive and continuous supervision and a 
heavy initial investment in establishing trust and rapport will improve participation. 
Eighth, training tends to be more effective when it is intensive, consistent and 
continuous rather than irregular, infrequent and provided by different agencies or 
changing staff. Ninth, trainers themselves need to be experienced in working with 
people with LD. Finally, a positive relationship between trainer and parent is one of 
the most valuable resources.
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A number of documents summarising the evidence on ‘what works’ in supporting 
parents with LD effectively are now available (for example, McGaw & Newman, 
2005; Tarleton, et al., 2006).
Examples of Current Good Practice
Within the UK, there appear to be many examples of good practice in delivering PT 
programmes to parents with LD, many taking into account the lessons highlighted by 
research, for example. Special Parenting Services in Cornwall, Sheffield Supported 
Parenting Project and the Community Team for Parents with Learning Disabilities in 
Stockport. Voluntary services within the UK also play a significant role in providing 
services and support to parents with LD, as well as providing information and training 
for professionals, for example. The Elfiida Society, CHANGE, and The Circles 
Network.
Tarleton and Ward (2007) interviewed UK parents with LD about their experiences of 
support and they described different practical and emotional support that helped them 
to develop parenting skills and overcome wider problems that were impacting on their 
families. Access to support appeared to safeguard children, allow them to remain with 
their parents, and enjoy an enhanced quality of family life together. The study 
concluded that with appropriate service help, parents with LD can be enabled to 
“parent with support”, develop confidence, and engage more positively with the 
professionals and systems.
Current Research
The current research aimed to build on the recommendations previous research has 
highlighted in regard to the use of PT programmes with parents with LD. The DoH 
(2001) stated that rather than creating further specialist services, mainstream services 
should be ‘opened up’ to provide the appropriate support for people with LD. There is 
a wide variety and diversity of PT programmes that aim to treat young children’s 
behaviour problems which have been empirically evaluated (this is discussed in 
greater detail in the literature review, see pages 194-221). Literature reviews of 
intervention programmes have concluded that PT is the most empirically supported
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intervention strategy for decreasing childhood behaviour problems (Kazdin, 1987; 
Webster-Stratton, 1991). However, PT programmes with empirical evidence for their 
effectiveness with the general population do not appear to have been used with parents 
with LD. There appears to be little research that has looked at developing and 
expanding the use of such PT programmes with parents with LD. In this respect, 
parents with LD continue to be treated differently to other parents.
The Parents and Children Series (PACS; Webster-Stratton, 1992) is probably one of 
the most extensively evaluated PT programmes (Taylor et al., 1998). The PACS 
programmes have been evaluated in a series of controlled studies with over 600 
children (Webster-Stratton & Hancock, 1998) -  please refer to the literature review 
for details. The PACS programme was originally designed to teach parents of 
normally developing children, aged two to eight years, how to encourage positive 
behaviours and to give parents some effective techniques for dealing with common 
behaviour problems. It can be used as a preventative programme that helps parents 
avoid behaviour problems through early intervention. Webster-Stratton (1989) 
suggests that the programme could be adapted for use by parents of developmentally 
delayed children. The programme is deemed suitable for parents who are at risk for 
abuse and neglect because they were abused as children or because they lack social 
and economic support, as well as parents who have been reported for child abuse 
(Webster-Stratton, 1989). Webster-Stratton (1981) hypothesised that less verbally 
skilled parents may benefit greatly from this programme as it uses performance 
training techniques, such as videotape modelling and feedback, behavioural rehearsal 
and direct feedback, rather than verbal training methods. Webster-Stratton (1981) 
suggested this was an advantage for parents who may have difficulty with more verbal 
methods because of LD, reading difficulties or limited education. However, there 
appears to have been no published research examining the use of PACS with parents 
with LD.
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AIMS AND RESEARCH QUESTIONS 
Aims of the Current Study
This study aimed to use a shortened and modified version of the PACS (Webster- 
Stratton, 1989) PT programme with parents with MLD and to explore its utility with 
this population. The modified PT programme aimed to incorporate some of the 
learning outcomes of previous PT research for parents with LD, including: specific 
skill assessment using direct observation before the programme; performance rather 
than knowledge based training; utilisation of modelling, practice, feedback and praise 
as training methods and training undertaken in the home or a home like environment 
to facilitate generalisation of skills (Feldman, 1994). It aimed to use a mixed methods 
design, involving the collection of quantitative data (coding of video observation of 
parent-child interaction, parental report measures on child behaviour and parental 
stress) from six families that include a parent with MLD, at three time points 
(baseline, post-intervention and one month follow-up). This is followed by the 
analysis of qualitative data (researcher’s process notes taken during the videotaped 
observation of parent-child interaction) with two families, who form clinical case 
studies, with the aim of exploring and explaining the quantitative results in more 
detail. The aim of this design is to explore whether the PT programme could produce 
changes in parent-child interaction, parental stress and parental perceptions of child 
behaviour. The study aimed to bring together the strengths of both quantitative and 
qualitative data to validate and corroborate the results.
Research Questions
As the research was exploratory and was exploring the utility of a modified PT 
programme with parents with MLD, a population it had not been systematically 
studied with before, it was not appropriate to suggest specific hypotheses. Instead the 
following research questions were proposed:
• What differences are seen in parent-child interaction, parental stress levels and 
parental perceptions of their child’s behaviour before and after the implementation 
of the PT programme?
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In what ways does the qualitative data help explain the quantitative results?
What further information does the in-depth study of two families, that form the 
case study series, provide?
What lessons can be learnt regarding the use of this PT programme with parents 
with MLD in clinical and research contexts?
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Self-Reflective Account -  Part 1
The study included two self-reflexive interviews undertaken by the researcher (these 
are discussed further in the Methods Section). The themes that arose from the 
interviews will be discussed throughout the research at appropriate points. At this 
stage it appears useful to reflect on the researcher’s personal issues in undertaking the 
research and the rationale for doing so and assumptions made at the beginning of the 
research. The relevant themes that arose from the first self-reflexive interview were:
Theme 1: Rationale for Undertakin2 the Research: Professional, Personal and 
Practical
My rational for undertaking the research was multiple and varied and included 
professional, personal and practical reasons or a combination o f  these. Professional 
reasons for wanting to undertake the research included, thinking that the research 
had a ‘worthiness * about it and it could make a valid contribution to clinical service 
development for parents with LD in terms o f  the knowledge it may provide. I  liked the 
idea that it appeared practical and therefore could have something to offer and 
benefit this group o f  parents, particularly in relation to its clinical implications. 
Personal reasons for wanting to undertake the research included parenting being an 
area o f interest to me that I  wanted to study further. I  had previous experience o f  
evaluation research with PT programmes and had used the PACS programme 
previously in clinical work. I  wanted to pursue a clinical career working with children 
and families and I  felt that undertaking research that was relevant to work in this area 
would be helpful in terms o f my future career. Practical reasons for undertaking the 
research included the research idea being available and no other options being 
presented at that time.
Theme 2: Personal Investment and Attachment to the Research
The variety o f reasons that made up the rationale for undertaking the research meant 
that my investment and attachment to the research was high. When the research 
experienced significant difficulties early on, due to recruitment problems, which then 
delayed its progress, my attachment to it remained strong and I  declined to end it and
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begin another study. Whilst I  was aware o f  the complexities and difficulties inherent in 
this research, my investment in it as ‘worthwhile ’ appeared to override these 
concerns. My attachment and investment appeared to make me overlook a basic 
function o f the research which was it helped to achieve qualification as a clinical 
psychologist. The function o f  the research for me appeared to be to complete a 
worthwhile and clinically relevant study despite the difficulties it would create for me. 
There was therefore a potential goal conflict in that the goal o f  clinical service 
improvement conflicted with the goal o f  completing the research and progressing my 
career.
Theme 3: Assumptions Resardins Parents with LD
I  made assumptions prior to beginning the research that parents with LD may be more 
vulnerable to having difficulties because o f  their LD. In addition, that they may be a 
disadvantaged group in terms o f parenting capacity and they needed help with their 
parenting skills, which could create a negative bias. I  also made assumptions that 
parents with LD should be given every chance to be a parent and this in itself could 
act as a positive bias. I  made the assumption that the PACS parenting programme 
could help parents with LD and my intention was probably to show that parents with 
LD could make use o f  these types ofprogrammes that were not always made available 
to them. This again could have created a positive bias. I  was aware o f  my own 
experiences o f being parented and how I  may use these to make judgements about how 
parents with LD should parent, which may be inappropriate and unhelpful.
Theme 4: Potential Role Conflict: The Researcher Versus the Clinician
The research required me to have a dual role o f that o f  the researcher and that o f  the . 
clinician (in undertaking the PT programme with parents with LD). However, the 
clinician role appeared to be stronger in regards to my motivation and investment in 
the research. This may have been driven by my personal values and beliefs, such as 
the importance o f  helping others and putting their needs above mine, a desire to feel 
worthwhile and the drive to receive positive feedback.
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METHODS/PROCEDURES 
Design of the Study
The study used an intensive clinical case study approach and a mixed methods design 
(Robson, 2002). The design of the study is illustrated in Figure 2. The total sample 
consisted of six families, of which two families formed the clinical case study series 
that included both quantitative and qualitative data. These two families were chosen 
for the richness of their data that encapsulated different parenting and interaction 
issues that could be discussed within the context of the research aims.
Case Studv Definitions
The term ‘case study’ is often used with multiple meanings. For the purpose of being 
clear about the design of this study, the terms ‘case study design’, ‘single case 
experimental design’ and ‘intensive single case studies’ will be defined and explained.
Case Studv Design
Yin (1994) defines a case study as “a strategy for doing research which involves an 
empirical investigation of a particular contemporary phenomenon within its real life 
context using multiple sources of evidence”. Robson (2002) describes a case study 
design as essentially focusing on the study of single cases, which may be a situation, 
individual, group, organisation or something else the research is interested in. A single 
case or a small number of related cases are selected, they are studied in their 
context/setting, often collecting data using multiple methods, such as observation, 
interview and documentary analysis, allowing the development of detailed, intensive 
knowledge about the case(s) (Robson, 2002). The context is also seen as important, as 
a case always occurs in a specified social and physical setting and cannot be studied 
without this (Miles and Huberman, 1994). Robson (2002) classifies a case study 
design as a ‘flexible design’, which is defined by it evolving during data collection. 
Although case studies are often thought of as being essentially qualitative (as data 
tends to be in the form of words and non-numerical), there are examples of case 
studies using both qualitative and quantitative data collection methods (Yin, 1994).
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Figure 2 - Diagram of the Design of the Study
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Single-Case Experimental Designs
Robson (2002) classifies a single case experimental design as a ‘fixed design’, which 
is defined by it needing a rigid pre-specification of design prior to the main data 
collection. Data is characteristically numerical and therefore it is often referred to as a 
quantitative strategy. This is essentially an experimental design that involves the 
researcher actively and deliberately introducing some form of change in the situation, 
circumstances or experiences of participants, with a view to producing a resulting 
change in their behaviour. The effects of manipulating the independent variable (IV), 
e.g. intervention, on the dependent variable (DV), e.g. behaviour, are measured 
through a series of measures on the DV. In general, the study is repeated with a small 
number of participants to establish the reliability of the findings.
The basic case study design is essentially a two condition design, (A) refers to 
baseline and (B) is the intervention. Both conditions are phases which extend over 
time and a sequence of measures are taken in each phase. The researcher looks for a 
clear difference in the pattern of performance in the two phases. In A-B designs, there 
is a baseline phase (A) of a sequence of measures prior to intervention, followed by a 
second phase where the intervention is introduced (B) and a further sequence of 
measures. The effectiveness of the intervention is shown by a difference in measures 
made in (B) from those in (A). A-B-A designs add a third phase which reverts to the 
pre-intervention baseline condition (A). A-B-A-B designs add a second intervention 
phase (B) and avoid the ethical problems of finishing with a return to baseline (A). 
Multiple baseline designs can include measuring a DV across settings, across 
behaviours and across participants. Change is measured from (A) to (B) at different 
times in the different settings or for different behaviours (Robson, 2002).
Using an Intensive Clinical Case Studv Approach in the Current Studv 
The current study used what is termed an ‘intensive clinical case study approach’. A 
single case for the purpose of this study was defined as a mother-child pair. Multiple 
measures on quantitative variables were taken at baseline across two single cases. 
These measures were then repeated on two ftirther occasions, using a ‘time series 
methodology’ (Barlow et a l, 1984), where measures are repeated on the same
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individuals over time, generally, before, during and after an intervention. This 
methodology blurs the distinction between case study and single case experiment.
This study used a non-experimental approach and not a single-case experimental 
design as there was no experimental manipulation of the situation or intervention and 
no change in condition during measurement, as there was no measurement taken 
during the intervention.
Rationale for Using a Single Case Design
A single case design was chosen as it focused on the behaviour of the individual 
within the context of an intervention. Repeated measures on individual cases over 
time would help to identify who showed changes and who did not. In order to try and 
generalise beyond the individual cases, this study attempted to provide external 
validity and reliability through replication on six individual cases, often referred to as 
a clinical replication series (Barlow et al., 1984). The use of statistical analysis was 
used to summarise commonalties in results. However, case studies tend not to 
generalise to populations but generalisability beyond the specific setting studied is 
possible through the development of a theory which helps in understanding other 
cases or situations (Yin, 1994).
The single case design has been used in previous research examining the utility and 
effectiveness of PT programmes with parents with LD (for example, Bakken et al., 
1993; Feldman & Case, 1999; Tymchuk & Andron, 1992).
An Exploratory Approach
An exploratory approach aims to find out what is happening, particularly in little- 
understood situations. It aims to seek new insights, ask questions, assess phenomena 
in a new light and generate ideas and hypotheses for future research (Robson, 2002). 
Exploratory approaches tend to be almost exclusively of flexible design and they tend 
to make use of methods which result in qualitative data, although Robson (2002) 
argues that such designs may make use of methods that result in quantitative data as 
well. The design evolves, develops and unfolds as the research proceeds and there is 
less pre-speculation. This study can be described as exploratory as the PT programme 
being evaluated had not been systematically used and evaluated with parents Avith LD
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before and therefore this is a relatively new situation. The study is therefore seeking to 
ask questions and gain new insights regarding the use of the PT programme with this 
client group. In doing so the study hoped to generate ideas for further research. The 
use of an exploratory approach is reflected in the aims and research questions stated 
previously and the absence of hypotheses.
Mixed Methods Design and Triangulation
The study used a mixed methods case study design where both quantitative and 
qualitative approaches were adopted. In order to explore the utility of the PT 
programme with parents with MLD, a non-experimental fixed design was used, as a 
control group was not feasible but quantitative data was still gathered, however, in 
addition, a flexible strategy was used to capture more information than could be 
provided by quantitative variables through qualitative data. Given this was an 
exploratory study, a combination of approaches, methods and data appeared 
appropriate, as it was unclear what the findings may be. One of the main advantages 
of using multiple methods is that it permits triangulation, which involves the use of 
multiple sources, methods, investigators or theories to enhance the rigour of the 
research (Robson, 2002). This study used multiple data collection methods, including, 
video observation and analysis, process notes taken by the researcher and 
questionnaires, providing data triangulation (Denzin, 1988). It also combined 
quantitative and qualitative approaches, providing methodological triangulation 
(Denzin 1988), in which the results of a qualitative method (qualitative analysis of 
process notes) was used to complement and add detail and context to the results of a 
quantitative method (questionnaires and video observation data). Finally it used 
multiple perspectives, providing theory triangulation (Denzin, 1988). The study was 
discussed with peers with experience of completing research using similar 
methodology and in research supervision and in particular the qualitative analysis of 
the process notes and emerging themes were reviewed. This helped to guard against 
researcher bias. Self-reflexive interviews were undertaken by the researcher.
Mixed methods designs have been used in previous studies evaluating PT programmes 
with parents with LD, for example, McGaw et al. (2002).
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There is further consideration and evaluation of the design of the study in the 
Discussion.
Participant Selection
Participants were six families that consisted of at least one parent who had a MLD and 
one child aged two to five years. The families were all known to adult LD services or 
child and family services because of concerns such as parenting abilities, child 
behaviour or child development. The families had all been assessed by the referral 
service.
Inclusion Criteria
In order for families to be included in the research they needed to meet the following 
inclusion criteria:
• At least one parent had a MLD (defined as an IQ above 50 and below 70; World 
Health Organisation, 1992). The parent could be either the mother or father. Based 
on previous research it was hypothesised that the programme would be most 
beneficial for parents with this level of ability (rather than a moderate or severe 
LD) in order for them to be able to understand some of the concepts being taught 
(for example, McGaw, 1994). The referral service considered that parents were 
likely to meet these criteria if they had attended a moderate learning difficulties 
(MLD) school, or if they had received a previous intellectual assessment that 
placed them within this range of ability.
A baseline of ability was gained by administering a short-form of the Wechsler Adult 
Intelligence Scale-Revised (WAIS-R; Wechsler, 1981) before the programme, unless 
a measure of ability had been carried out by the referral service. The short-form of the 
WAIS-R (Crawford et al., 1992) consists of four subtests: Block Design, Object 
Assembly, Comprehension and Similarities and provides a broad estimate of cognitive 
abilities. A short-form was used as a screening assessment because of time constraints. 
If this assessment showed that the parent did not have a LD or had a moderate LD (IQ 
below 50) then the parent would have been excluded at this point.
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• The parent participating in the programme needed to be the main carer for the 
child.
• The parent and/or child needed to have a presenting problem that indicated they 
would benefit from the PT programme. This was identified by the professionals 
already involved with the family who suggested their participation in the research.
• The child in the family was aged 2-5 years. Research has indicated pre-school 
behaviour problems peak at this age and parents may begin experiencing 
difficulties at this time (Richman et al., 1975).
• Parents needed to be willing to participate and to be able to commit to eight weekly 
one hour sessions and a one hour follow-up session for the parenting programme 
and research evaluation. They also needed to be willing to undertake all the 
measures including the video-recording of parent-child interaction.
• Parents had to be able to give informed consent for participation before beginning 
the project and informed consent was sought again before each video-recording.
Exclusion Criteria and Ethical Considerations
A number of exclusion criteria also applied:
• Families were excluded if the parent participating in the programme had a 
dominant mental health problem, such as psychosis or severe depression or other 
severe difficulties, for example, extreme marital conflict. Families were also 
excluded if the child who was the focus of the programme had severe 
developmental delay or there were serious child protection concerns. This was 
decided based on information received from the professionals already involved 
with the family. It was considered that such difficulties would affect the parent’s 
participation in the programme as well as the assessment of the impact of the 
programme. These difficulties would also appear to require multi-agency working 
rather than receiving the parent programme in isolation.
• Parents who were receiving simultaneous PT of a similar type were not included in 
the research project as this would confound the results.
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The Participant Selection and Recruitment Process
These are outlined in Figure 3 below:
Letters were sent to clinical psychologists working within adult LD services and 
child and family services within a NHS Trust where Ethics Approval had been 
gained. The letter described the research and the content of the PT programme. It 
also described the inclusion and exclusion criteria stated above.
Professionals within these services identified families they thought would be 
suitable for the research based on the nature of the programme, inclusion and 
exclusion criteria. A letter (see Appendix 1) and Participant Information sheet (see 
Appendix 2) was sent to all families identified explaining the nature of the 
research and what participation would involve. Families were asked to contact 
their named key-worker within a week if they did not want to take part. They were 
told that if they did not contact their key-worker the researcher would contact 
them.
4^
The researcher made telephone contact with all families who had not contacted 
their key-worker to say they did not want to take part and arranged a time to meet 
with the family to discuss the research further. The parent was asked to have 
someone (for example, friend, relative or key-worker) at the meeting who they 
could discuss the research with.
4^
The researcher met with the family. This meeting was used to explain the research 
project further and what participation would involve. The Participant Information 
Sheet was discussed in detail. The families had a chance to ask questions about the 
research. If participants decided they wanted to participate they were asked to sign 
the consent form (see Appendix 3) or they were given time to think about 
participation and contacted a week later by the researcher.
4/
Once a family had agreed to participate, the researcher set up a further meeting 
(usually one week later where possible) to begin the baseline assessments (see 
procedures). If at this stage, the family were considered not to meet any of the 
inclusion criteria or met some of the exclusion criteria they were excluded from 
the research and their key-worker was informed. The referral service was 
informed regarding whether the parent was participating in the research or not.
Figure 3: Participant Selection and Recruitment Process
All parents who participated were mothers and will therefore be referred to as mothers from now on.
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Informed Consent
Informed consent was gained by explaining the research to the participant in simple 
language in front of a witness of the participant’s choice (usually a friend or relative) 
with further explanation given as necessary. The mother was then asked some simple 
questions to determine if she understood the information presented. If the mother, 
researcher and witness all agreed that the mother fully understood the nature of their 
involvement, then the mother signed the consent form. It was emphasised that she did 
not have to participate and could withdraw at any point in the study without giving a 
reason and this would not affect the care she received from other services.
Problems with Recruitment of Participants
It has been acknowledged that engaging parents with LD in programmes can be 
problematic (McGaw, 1998). In a review of research, McGaw (1998) suggested that 
parents with LD will decline to participate or withdraw from services for a number of 
reasons including: they feel that services do not meet their needs; the language and 
resources used by professionals are inappropriate; they become ‘over-serviced’ by 
multiple professional service input; they suspect or learn their parenting competency 
is being questioned covertly; and professionals are dishonest, disrespectful or negative 
in their attitudes.
The recruitment of participants for the purpose of this study contained a number of 
difficulties, many of which appeared similar to those above. A number of potential 
participants were suggested by professionals but for various reasons these parents did 
not want to participate or were unable to participate. Reasons for non-participation 
included:
• Serious ongoing child protection concerns, which included their children being on 
the child protection register (N = 4).
• Partner refused to let mother participate or discuss the project further with the 
researcher (N = 1).
Five mothers declined to participate based on a combination of the following reasons:
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• Being wary of becoming involved with another professional because of their 
previous negative experiences with other professionals.
• Suspicious of a professional coming into their house particularly to discuss 
parenting issues, worries about the implications of this and who would have access 
to this information.
• Anxious about the video recording or did not want to be video-taped.
No potential participants were excluded after agreeing to participate at the point of the 
baseline measures being taken. None of the mothers dropped out of the study 
follovdng the baseline measures being collected.
Participant Characteristics
Detailed demographic information was collected on each participant family by means 
of a questionnaire (see Appendix 4) and information from the referral service with the 
participants’ consent. This information is summarised in Table 1 below.
All participants are referred to by pseudonyms and other details have also been 
changed in order to protect the anonymity of the participants and to ensure 
confidentiality.
Table 1 - Characteristics of the Participants
FAMILYl 
‘Susan’ & 
‘Carol’
FAMILY2 
‘Lucy’ & 
‘Mark’
FAMILY
3
‘Natalie’
&
‘Michael’
FAMILY
4
‘Michelle’ 
& ‘Luke’
FAMILY
5
Mary’ & 
‘Kevin’
FAMILY
6
‘Emma’ 
& ‘Anna’
Age of 
Parent
23 years 32 years 25 years 20 years 30 years 31 years
Gender of 
parent
Female Female Female Female Female Female
Age of child 
(at first 
meeting)
3 years 
1 month
3 years 
6 months
3 years 
6 months
2 years 
4 months
2 years 
0 months
2 years 
10 months
Gender of 
child
Female Male Male Male Male Female
Ethnic 
background 
of parent
White UK White UK White UK White UK White UK White UK
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Ethnic 
background 
of child
White UK White UK White UK White UK White UK White
UK
Number of 
children in 
the family
1 1 2 2&
3 months 
pregnant
1 1
Age and 
gender of 
other 
children
N/A N/A Female 
0 years 4 
months 
‘Catherine’
Male 
4 years 9 
months 
‘John’
N/A N/A
Marital 
status of 
parent
Engaged 
(NOT to 
Carol’s 
biological 
father). No 
contact with 
father.
Single 
Father left 
when 
Lucy was 
pregnant - 
no contact 
since.
Married to 
Michael and 
Catherine’s 
father.
Married
but
separated 
from John 
and 
Luke’s 
biological 
father. 
Living 
with new 
partner - 
father of 
unborn 
baby.
Married
but
separated
from
Kevin’s
father.
Married
to
Anna’s
father.
Housing Three 
bedroom 
flat on 
housing 
estate 
owned by 
maternal 
parents.
One
bedroom
flat,
applied for 
rehousing.
Three
bedroom
house.
Two 
bedroom 
flat on 
housing 
estate.
Three
bedroom
house
belonging
to
maternal
parents.
Two
bedroom
house.
Others 
living in the 
family home 
(apart from 
mother and 
child/ren)
Mother’s
parents,
mother’s
younger
brother and
sister.
None Husband Partner.
John
living with 
his father 
& father’s 
girlfriend.
Mother’s
parents
Husband
Parental IQ 67 68 70 69 59 67
Parental
education
Moderate
Learning
Difficulties
(MLD)
School
MLD
School
Main­
stream
School
Main­
stream
School
MLD
School
MLD
School
Parental
occupation
Delivering
leaflets
part-time
Not
working
Care
Assistant in
nursing
home
Not
working
Not
working. 
Attended 
day centre
Care 
Assistant 
in care 
home
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Child Nursery Nursery Nursery Not Attended Nursery
Education three five four attending child & three
sessions per sessions sessions per nursery or family sessions
week per week week playgroup centre
with
mother
(childcare)
per week
Measures
Within this case study series, a number of measures and observations were included. 
The measures were chosen because they appeared to have some functional utility and 
were useful in understanding the mothers' difficulties. Three measures were completed 
at baseline (one week before the programme), post-intervention (one week following 
completion of the programme) and follow-up (one month after completing the 
programme):
1. Measure of Child Behaviour;
Behaviour Screening Questionnaire (BSQ; Richman, 1971)
See Appendix 5 for a copy of the BSQ.
The BSQ is a screening instrument for behaviour problems in pre-school children. It 
covers twelve areas of behaviour that were chosen because they represented the most 
common reasons for pre-school children attending psychiatric clinics (Richman & 
Graham, 1971). These are: eating, sleeping, relationships with siblings and peers, 
attention seeking and dependency, encopresis, activity, concentration, ease of 
management, temper tantrums, mood, worries and fears. Eating, sleeping, 
relationships and dependency also have two or three sub-divisions that ask about 
different aspects of these behaviours.
The BSQ is administered as an interview with the mother. The questions are asked as 
worded on the questionnaire and the mother describes the behaviour of their child. It 
takes approximately twenty to thirty minutes to complete. Ratings are then made on 
all statements made about the child using a three point rating scale. A rating of 0 
indicates that the behaviour in question is absent; a rating of 1 indicates that it is 
sometimes present or present to a mild degree and a rating of 2 indicates that it occurs 
frequently or to a marked degree. Where there are subdivisions of behaviour the
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scores are merged to produce a composite score. The individual and composite scores 
are then totalled to give a total behaviour score out of twenty-four. A total score of ten 
or more indicates a high probability of a behavioural problem being present as found 
in the original validation study (Richman et a l, 1975).
Reliabilitv of the BSQ
Inter-rater reliability for the total behaviour score on the BSQ has been found to be
0.77 based on interviews carried out by two interviewers. Using taped interviews, 
inter-rater reliability was 0.94. There was 95% agreement between two interviewers 
and using taped interviews on assignment of children to a problem or no-problem 
group. Reliability of individual items were lower than for the total score but 
disagreements were usually only by one point. Reliability was lowest for 
concentration, hyperactivity and anxiety items. Disagreement was less frequent for 
taped interviews (Richman & Graham, 1971).
Validitv of the BSQ
Regarding validity, the BSQ has been found to correctly identify 75% of children 
attending a psychiatric clinic and appeared to have good sensitivity. In a group that 
excluded clinic attendees, 13.1% fell into the behaviour difficulty category, which was 
consistent with the rate of problems identified by other studies (Richman & Graham, 
1971). In a study in which the BSQ was compared to a clinical assessment, the BSQ 
produced 6.8% false positives and 9.8% false negatives. The BSQ selected 100% o f 
the children with moderate to severe problems and over one third of those with mild 
behaviour problems (Richman et ah, 1975).
The BSQ was chosen because there are few other questionnaires that use parent 
ratings of behaviour at home suitable for pre-school children. It has good comparison 
data based on children from a variety of ethnic backgrounds. It is brief to administer 
and has been shown to have good sensitivity and specificity for caseness, although it 
has not been designed to be used diagnostically (Richman et a l, 1982). Furthermore 
and perhaps importantly for parents Avith LD, it is administered verbally as an 
interview and therefore does not require the parent to do any reading or writing.
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2. Measure of Parental Stress:
Parenting Stress Index (FSI; Abidin, 1995)
See Appendix 6 for a copy of the PSI.
The PSI is a screening measure used to identify levels of stress in the parent-child 
system as well as other sources of stress. It is a 101 item self-report questionnaire that 
takes approximately twenty to thirty minutes to administer. Participants respond to 
each item using a five point scale (1 : strongly agree to 5: strongly disagree), high 
scores indicate high levels of stress. The PSI provides a Total Stress Score and three 
Domain Scores (Child Domain, Parent Domain and Life Stress Domain. The Child 
and Parent Domain are divided into a number of subscales and scores are also 
provided for each subscale. The Child Domain measures six areas of stress associated 
with child characteristics including adaptability, acceptability, demandingness, mood, 
distractibility/hyperactivity and reinforces parent. The Parent Domain measures seven 
areas of stress related to parent characteristics including depression, attachment, 
restriction of role, sense of competence, social isolation, relationship with spouse and 
parent health. The Life Stress Domain asks about recent situational and demographic 
life stressors.
The raw scores for each subscale, domains and the total stress score are converted to 
percentile ranks that allow comparison of the individual’s scores to a normative group 
of 534 families (it was acknowledged that it might be expected that the sample in this 
study were subject to increased life stress as indicated by previous research and may 
therefore not compare to the normative group). The normal range is identified as 
scores within the 15th to 80th percentile rank. Scores above the 85th percentile 
indicate the presence of excessive stress levels and the presence of excessive stressors. 
Scores below the 15th percentile indicate the presence of low stress levels and the 
absence of stressors. These scores are considered interpretable for clinical use based 
on the normative data and other studies from a variety of populations.
Reliabilitv of the PSI
Studies assessing the internal consistency of the PSI have calculated reliability 
coefficients for each subscale, each domain and the Total Stress Score (Cronbach, 
1951, cited from Abidin, 1995). Considering the responses of the normative sample,
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reliability coefficients ranged from .70 to .83 for the subscales of the Child Domain 
and from .70 to .84 for the subscales of the Parent Domain. The reliability coefficient 
for the two domains and the Total Stress Score were .90 or greater. These coefficients 
have been considered to indicate a high degree of internal consistency for these 
measures (Abidin, 1983). In a cross-cultural validation of the PSI, the reliability 
coefficients obtained were similar to those obtained in the normative sample 
(Hauenstein et a l, 1987, cited from Abidin, 1995).
Four studies have assessed the stability of the PSI scales by obtaining test-retest 
reliability coefficients. Studies have produced correlation coefficients that indicate the 
stability of scores across a three week interval (Burke, 1978, cited from Abidin, 1995), 
a one to three month interval (Abidin, 1983), a three month interval (Zakreski, 1983) 
and a one year interval (Hamilton, 1980, cited from Abidin, 1995). See Abidin (1995) 
for details of the studies and results. Abidin (1983) suggests that these relatively high 
reliability coefficients provide support for the stability of scores across a variety of 
time intervals particularly for the Parent Domain. The PSI therefore appears to 
provide stable measurement and can be used to assess change.
Validitv of the PSI
A number of studies have provided evidence for the construct and predictive validity 
of the PSI. Studies have included the use of the PSI with different populations and in 
cross-cultural studies (see Abidin, 1995 for further detail) and correlation of the PSI 
with other measures including child problem checklists, adult mental health, family 
and parental measures (see Abidin, 1995 for further detail). The effects of intervention 
on PSI scores and comparison of parent groups expected to have a high frequency of 
stress with norm groups, appears to show the PSI is measuring parental perceptions 
related to child characteristics, parental stress and child rearing problems (Abidin, 
1995).
The PSI was chosen because it has been successfully used with parents with LD in 
one study and appears to be a useful tool for measuring levels of stress in this client 
group (Feldman, et ah, 1997). The PSI has also been used with a number of other 
populations that have been predicted to share similar characteristics to parents with
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LD including marital stress, psychological distress, maternal depression, low spousal 
support, low social support, and families at risk for parenting problems. Based on the 
normative sample the PSI has been shown to be most applicable for parents of pre­
school children (Abidin, 1995). The PSI has also been used in a number of studies to 
evaluate a number of PT programmes such as the Systematic Training for Effective 
Parenting (STEP) programme (Lafferty et ah, 1980, cited from Abidin, 1995). The 
PSI therefore has some validity in being used for programme evaluation.
Feldman et a l (1997) administered the PSI to parents with LD by reading each item 
aloud and repeating the five response choices for each question. Mothers could read 
along if they wished and clarifications and simpler language were used as appropriate 
to increase understanding of items. They found none of the mothers had difficulty 
comprehending and answering questions when they were presented in this way. The 
PSI was administered in a similar way in the current research (see procedures).
3. Observation of mother-child interaction;
Video recording of mother-child interaction.
The mother and child were video-taped together for a maximum of forty-five minutes 
to provide information regarding the process and content of mother-child interaction. 
This observational method was chosen because it provides a method of measuring in 
detail the quality of interaction between parent and child (Gardner, 1997) and appears 
to give more valid information about treatment outcome compared to parent report 
measures (Patterson, 1982). The video recording was attempted to be as naturalistic as 
possible, by carrying out the recording within the participants’ homes, explaining the 
procedure thoroughly to the mother before proceeding and making ground rules clear 
including that the researcher would not intervene during the recording and would not 
interact with the child or mother (taken from Dowdney, 1988). However, it was 
acknowledged that the presence of the researcher and the video camera would be 
likely to have an effect on the nature of the interaction. This is an issue that that has 
been discussed in detail in methodology papers (for example, Dowdney et a l, 1984; 
Gardner, 1997). In a review of the literature, Gardner (1997) concluded that observers 
need to be cautious about assuming that observations made using the presence of an 
observer, video camera or artificial tasks may not be equivalent to the setting in which
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interaction normally occurs and may not yield similar findings to those made in more 
natural settings.
Coding the Videos in the Main Study
The videos of mother-child interaction were coded using a video observation coding 
system based on the coding system described in the Parent-Child Observation Manual 
by Dowdney and Mrazek (1988). A separate pilot study was conducted prior to the 
main study in order to finalise the video coding system and establish its reliability for 
use in this study. The procedures and results from the pilot study are reported in 
Appendix 7. See Appendix 8 for the raw data from the reliability calculations. See 
Appendix 9 for the Video Coding System used in this study.
The occurrences of positive affect, negative affect, play and control behaviours for 
both mother and child were coded using interval sampling as opposed to continuous 
sampling. Ten second intervals were used with each code only appearing once in each 
interval. The advantage of this method was that it was theoretically not possible to 
code everything and therefore this method was more accurate. The disadvantage of 
this method was that information could be lost and it may not be representative of 
occurrences. Some codes may be over-represented whilst some under-represented. 
The videos were coded using a combination of a transcript of the video with ten 
second intervals marked on them (to code the verbal interactions) and watching the 
video (to code the non-verbal interactions). Mother and child interactions were coded 
separately. See Appendix 10 for the Video Coding Sheets. Codes were collated to 
form coding groups for ease of presentation and to allow statistical analyses. This 
reduced the total number of codes as well as reducing codes where there were small 
instances and provided categories of codes with more instances that were directly 
related to the parenting programme. These are shown in Table 2 below.
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Table 2 - Video Coding Groups for the Main Study
CODING
GROUP
MATERNAL CODES 
WITHIN GROUP
CHILD CODES 
WITHIN GROUP
Positive Affect Comfort Child affectionate touch
Maternal affectionate touch Child Smile
Maternal smile 
Positive reinforcement 
Positive tone
Positive Tone
Negative Affect Argue Aggression
Criticism Cry
Disapproval Destructiveness
Dismissal Negative Tone
Negative Physical Gesture Rudeness
Negative Tone Threat
Reject
Tease
Threat
Whine
Cognitive Describe
Development Elaboration
(information Explanation
giving) Teach
Positive Play Conformation Describe
Facilitate
Imitate
Imitate
Control Ignore Ignore
Instruction Instruction
Non-Comply Misbehaviour
Order Non-Comply
Opposition
Quarrel
Positive Control Distract
Persuade
Child Comply
Seeking Question Question
Information/
Help
Request Request
4. Parent Satisfaction Questionnaire
A parent satisfaction questionnaire was administered verbally by the researcher 
following the completion of the parenting programme to gather mothers’ subjective 
views on the parenting programme and raise the mothers’ voices in the study. This 
questionnaire was based on the questionnaire in the FACS programme (Webster- 
Stratton, 1989) which was adapted from Forehand & McMahon (1981). It was 
modified to make it shorter and the language was simplified but it covered most of the
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areas covered by the PACS questionnaire. See Appendix 11 for the Parent Satisfaction 
Questionnaire.
5. Process Observation Recording
Handwritten notes were taken by the researcher during the video observation at each 
evaluation time point (baseline, post-intervention, follow-up). This recorded what the 
researcher observed happening during the video observation, what the researcher 
noticed and the researcher’s thoughts on the process. The handwritten notes taken 
during the unstructured video observations for the two families that constituted the 
single case study series were transcribed and then subjected to an Interpretative 
Phenomenological Analysis (IPA) resulting in emergent themes. The process notes on 
the unstructured observations were chosen as it was considered that they were more 
likely to contain a greater ‘richness’ and ‘validity’ as data, firstly because they 
contained thirty minutes of interaction (as opposed to fifteen minutes on standardised 
tasks) and secondly because the mothers could use this time as they wanted and they 
were told to do what they would normally do at these times. They did not receive any 
assistance from the structure or tasks provided in the standardised condition as to what 
to do, therefore possibly making the unstructured time interaction more naturalistic.
Analvsis of Process Observation Recording
The IP A guidelines devised by Smith and Osborn (2003) provided a useful protocol to 
analyse the process notes transcripts using a framework to facilitate the identification 
of shared experiences between the participants, as well as unique experiences. In IPA 
it is important to remember that it is not the frequency of themes that dominates, but 
rather the meaning that is central. IPA enables the researcher to examine and explore 
the participants “life-world”. With this technique the analysis requires an extended 
engagement with the text of the transcripts. This enables the researcher to undertake a 
process of interpretation by examining the details of the text (Smith, 2004). The first 
stage of analysis was to become familiar with the transcript, read it several times and 
whilst doing this to use the left margin to note anything interesting or significant, or 
make some preliminary interpretations.
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The second stage was to go through the transcript again and note in the right hand 
margin, emerging theme titles, still retaining the essential meaning of the original text.
The next stage was to write all the emergent themes onto a sheet of paper, and connect 
them into meaningful groups. Themes were grouped into major themes, while 
remaining faithful to the original meaning. Then a table of themes was created, and 
each cluster named to create a major theme. Some initial themes were rejected at this 
stage as they did not have enough evidence in the text, or that they did not fit into the 
emerging structure of themes.
A full IPA was completed for the process notes taken at all three evaluation points 
(baseline, post-intervention, follow-up) for Family One and also at baseline for Family 
Six. A top-down IPA approach was then used to analyse the process notes for Family 
Six at post-intervention and follow-up. The initial list of themes was used to guide the 
analysis. Smith and Osborn (2003) suggest that the themes from the first case can help 
to orient the subsequent analysis. They highlight that it is important for the researcher 
to recognise repeated themes but also to be open to and acknowledge new issues 
emerging in the subsequent transcripts. The aim is to respect convergences and 
divergences in the data between participants.
The analysis stopped at six transcripts, which included the process notes at three 
evaluation time points for Families One and Six. This was primarily due to time limits 
but also concerns with the usefulness of data gathered with the other families.
Families One and Six were chosen for the case studies due to the richness of their 
data.
Figure 4 illustrates the IPA process used in this study.
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Researcher’s Experiences and Values
Thematic analysis of data is a subjective undertaking, as the researcher’s own biases 
and interests govern which items are highlighted as being interesting. Therefore it is 
useful to provide an overview of the researcher’s experiences and viewpoints before 
examining the data. The researcher had completed an adult LD and a child mental 
health placement and undertook a specialist child development placement during 
clinical psychology training. During these placements she encountered parents with 
LD, of differing degrees, who had small children. The researcher experienced the 
level of professional concern and professional and ethical dilemmas that could 
surround these families. Although support and some specific therapeutic work was 
offered to some families, the researcher experienced that this was often offered on a 
case by case basis and there were no standard procedures or protocols in place that 
offered standardised evidence based interventions or supported all families where 
there was a parent with a LD.
Since leaving the training course the researcher has been working across a child 
mental health service and child development team. She has had the opportunity to 
work with parents with LD first hand and work directly with children who have at 
least one parent with LD. This has given her some insight into the challenges faced by 
these families and their perception of professionals and services.
Personally, the researcher has a range of experiences of young children. She is a 
godmother to two children and an aunt to six children. She has lots of experience of 
looking after young children in different contexts. Professionally, the researcher works 
from a cognitive-behavioural approach that is informed by developmental and 
systemic approaches, creating a holistic, client-centred approach.
Independent Audit of Themes
The main body of analysis was carried out by the researcher. It was discussed in 
research supervision and with colleagues and two colleagues acted as independent 
auditors of the themes. One was a Clinical Psychologist working within both child 
development and LD services and one was a Clinical Psychologist working within 
adult mental health services. They both read through the transcripts, the researcher’s
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notes and the emerging themes and commented on them. The two auditors did not 
suggest any changes to the final list of emerging themes and both confirmed that they 
made sense and related to the transcript quotes. This audit of themes therefore led to 
no significant changes in the emerging themes. This added some degree of external 
validity to the interpretation.
6. Self-Reflexive Interviews
Further reflections from the researcher are offered through the analysis of two self- 
reflexive interviews. The rationale for this is discussed earlier in the description of the 
design of the study. One interview was completed prior to the rewriting of this 
research to include qualitative methodology and a more clinical intensive single case 
study design. The second interview was undertaken towards the end of the write up. 
The interview questions and prompts that were used as guidance are shown in 
Appendix 12. The transcripts of the interviews were then analysed for themes using 
the IPA approach as guidance. The themes from the interviews are discussed 
throughout this research as an ongoing thread.
Apparatus/Instruments
The Parent Training Programme
A modified version of ‘The Parents and Children Series’ (PACS) parenting 
programme by Webster-Stratton (1989) was used. This is a comprehensive videotape- 
based course designed for parents and other adults caring for children aged two to 
eight years of age. The programme is based on social learning principles and places 
emphasis on making the interactions parents have with their children more positive 
and changing the way parents respond to specific child behaviours (Webster-Stratton, 
1989). It has been used as both a preventative and intervention programme for conduct 
problems. It aims to strengthen specific parenting skills and encourage parental self- 
confidence and competence in parenting their children (Webster-Stratton & Hancock, 
1998). It contains four major components: play, praise and rewards, effective limit 
setting and handling misbehaviour. Methods used are performance based and include 
the use of role plays, videotape modelling, direct feedback, parental homework 
assignments and group discussion. In particular the concepts are illustrated with brief 
video vignettes of parents interacting with their children in everyday situations and
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model both effective and ineffective methods of parenting for participants to discuss 
(Webster-Stratton, 1989). The course can be offered in a self-administered or group 
format. It is designed to run over twelve two hour sessions.
PACS has been evaluated in a series of controlled studies with over 600 children. It 
has been shown to be effective in significantly improving parental attitudes and 
parent-child interactions, significantly reducing parents’ use of violent forms of 
discipline, reducing child conduct problems and increase pro-social behaviour. It has 
received high consumer satisfaction, has low drop out rates and effects have been 
sustained up to four years post-intervention. It has been proven effective with both 
children referred to services with behaviour problems and in the community as a 
preventive programme with families identified at risk for child abuse (Webster- 
Stratton & Hancock, 1998). Please refer to the literature review in the research dossier 
section of the portfolio for further discussion of PACS and its evaluation research (see 
page 194-221).
PACS was considered appropriate for use in this research because of its proven 
effectiveness with a wide range of families and the use of video-tape modelling that 
may make it more accessible to parents with verbal difficulties. Furthermore, by 
portraying a variety of models in a variety of situations on video this programme may 
also overcome some of the identified difficulties in using PT programmes with parents 
with LD with generalisation and maintenance. The process was collaborative, 
empowering and supportive rather than just instructional.
Modifications made to the parenting programme for use in this research project 
included condensing the programme into six one hour sessions as opposed to twelve 
sessions. The content of the programme was simplified and focused primarily on play 
and behaviour management (see Appendix 13 for a summary of the content of the 
modified programme). The content of the programme was also individually tailored to 
the needs of each family. It included the general programme content but with a 
specific focus on particular difficulties identified by the mother and information 
gathered from the baseline assessments. The individual goals for each participant are 
described in more detail in the single case studies in the Results section. The handouts
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were also simplified (see Appendix 14) as were the recording sheets for the homework 
tasks (see Appendix 15) so they required minimal writing.
The programme was administered by the researcher. The six sessions always followed 
the same format. The sessions would begin by reviewing last week's topic and the 
homework task. Participants would be asked how they did with the homework task, 
whether they had attempted it, if not, what the difficulties were and what they found if 
they did attempt it. The topic for the session would then be introduced (see below for 
further detail). The video vignettes on the topic would be watched and often stopped 
after each vignette to discuss the vignette further. The video vignettes as a whole 
would then be discussed. There would then be an opportunity to practise the skills 
discussed either through role play between the mother and researcher, the mother 
practising with the child or the researcher modelling skills. The homework task for the 
week would then be explained and discussed and the handouts and homework 
recording sheets would be given and discussed.
The six sessions fell under the following headings: playing with children; helping 
children learn through play; praising and rewarding children’s good behaviour; giving 
commands to children; ignoring unwanted behaviour; summary of sessions. These are 
described in more detail in Appendix 16. The first three sessions focused on positive 
parenting skills before proceeding to behaviour management strategies. Webster- 
Stratton (1989) suggested it is best to begin with these programmes as they place 
emphasis on improving the parent-child relationship by building on the positive 
aspects rather than focusing on behaviour problems. It also introduces parents to the 
idea that their interactions with their child make a difference.
Procedure (See Appendix 17)
The research employed the following procedures:
1. Six mothers were recruited and participated as described in Figure 3. Two families 
are included in the case study series.
2. In session one, demographic information was collected, the short-form WAIS-R 
was administered if required and the BSQ and PSI were completed. The video of 
mother-child interaction was completed. (See standardised procedures and
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instructions for session one in Appendix 19). For three of the six families the 
baseline measures took more than one session to complete due to time constraints.
3. The BSQ was administered verbally as an interview. The PSI was administered in a 
similar way to that reported by Feldman et a l (1997). Statements were read aloud 
to the mother and the mother also had a copy of the statements so they could read 
these simultaneously if wished. Clarifications were made as necessary to increase 
understanding. The five response choices were repeated after each statement and 
were also printed on cards that were placed in front of the mother for them to 
choose from.
4. For the video recording, mothers were asked to play with their child as they 
generally would at home for thirty minutes. The mothers were then asked to carry 
out three standardised tasks lasting fifteen minutes. Firstly, they were provided 
with the book “A Story to Tell” by Dick Bruna (1970) for five minutes. The book 
contained illustrated pictures but no words, therefore allowing mothers and 
children to make up their stories from the pictures without needing to read. They 
were then provided with standardised toys for five minutes. These included three 
puppets, felt tip pens, plain white paper and a set of Lego dependent on the age of 
the child (either Duplo Lego or Basic Lego). The toys and book were chosen 
because it was considered they could be used without difficulty by parents with 
LD. The mothers were then asked to tell their child to tidy up the toys as a test of 
the child’s compliance to the mother. This is a task that has been used in other 
studies (for example, Roberts & Powers, 1988). Process notes based on the video 
of mother-child interaction were taken by the researcher during the video 
recordings in this first session. These were then analysed using IPA for two 
families.
5. In session two feedback was given from session one. The strengths and difficulties 
in mother-child interaction from the video recording were fedback, with an 
emphasis placed on the mother’s strengths. The feedback was checked with the 
mother’s understanding of how they thought things were and whether the mother 
thought the video was representative of what normally occurs at home. The 
parenting programme was re-introduced and the mother’s expectations and needs 
were translated into programme aims and the focus of the programme was agreed. 
Mothers were given a copy of their baseline video.
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6. The following six sessions (sessions three to eight), took place weekly when 
practically possible in order to complete the PT programme. Each session lasted 
approximately one hour and took place within the family home. The content of the 
programme and methods used are described above. Clinical process notes and a 
summary of each session were completed by the researcher after each intervention 
session. These process notes are not included in the analysis.
7. There was a further session one week after the programme had been completed in 
which the BSI, PSI and video of mother-child interaction were repeated. The same 
standardised procedures and instructions used in Session one were repeated 
(Appendix 17). A Parent Satisfaction Questionnaire was also completed. Process 
notes based on the video of mother-child interaction were taken by the researcher 
during this session. These were then analysed using IPA for two families.
8. One month later there was a follow-up session in which the BSQ, PSI and video of 
mother-child interaction were repeated again using the same standardised 
procedures and instructions in Appendix 17. Process notes based on the video of 
mother-child interaction were taken by the researcher during this session. These 
were then analysed using IPA for two families.
See Figure 5 for a diagram on the process.
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Self-Reflective Account -  Part 2
At this stage it is helpful to summarise the researcher’s reflections on the methodology 
and design of the research and the process of carrying out the research. The relevant 
themes that arose from the first self-reflexive interview were:
Theme 5 -  Difficulties Encountered: Recruitment, Resistance, and Technical
Problems
One o f the main difficulties encountered in the research process was the recruitment 
o f participants. I  had not predicted this, particularly as I  was only looking to recruit 
six families, which seemedfeasible. I  had not appreciated how suspicious or anxious 
families would be regarding professionals, particularly i f  the focus was on parenting. 
These difficulties created anxiety in me as it interfered significantly with the research 
timescale. It also created feelings offrustration as I  wanted to prove that my 
intentions were honest and I  wanted to provide a positive rather than a negative 
experience to the families.
I  also fe lt that I  encountered some resistance from professionals I  approached to ask 
for referrals. Some professionals appeared ‘protective ’ o f  their clients and appeared 
unwilling for them to be consideredfor the research. I  was unsure whether this was 
appropriate or not and this made me consider whether professionals working with 
people with LD fulfil or undertake different roles to professionals working with 
different client groups. I  wondered whether professionals working with parents with 
LD, may fulfil a ‘parenting' role themselves and whether I  may also develop such 
roles with the families I  did recruit.
There were problems with the data collection, particularly the video recording. Lots 
o f the video data quality was quite poor due to problems with sound quality, lighting, 
camera positioning and various technical problems that were experienced. This 
affected the data that could be included in the study.
Theme 6 -  The Necessity of En2asement and Relationship Buildins
Due to the difficulties with recruitment reflected on above, it became apparent that it 
was necessary to prioritise engagement with the families who were participating and
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build up helpful relationships with them. This had not been considered fully in the 
original procedures and created additional timescale pressures. It also highlighted 
the needfor the clinician role and created personal attachments to families as they 
became clients as well as participants.
Theme 7-  The Researcher Versus the Clinician (Part 2)
Whilst I  had previously considered my role as a clinician as being a favourable one, 
when it came to recruitment it turned out to be a negative one. Although I  was 
presenting myself as a researcher, I  was perceived as being a clinician by most 
families and this was seen in a negative light, often due to their previous experiences 
o f other professionals. It was difficult not to take this personally and think I  had not 
been able to engage families.
When undertaking the research, I  was aware o f  an anxiety that my clinical skills in 
engaging families and delivering the PT programme would also be evaluated by the 
research and that i f  parents did not show positive gains, this may be seen to reflect 
badly on my skills as a clinician. Me as a researcher needed to remind me a clinician 
that my clinical skills were not under evaluation. However, there was temptation for  
the clinician to want to prove their clinical abilities in the research, which could form  
a major bias when interpreting the results.
Theme 8 -Assumvtions Made Followins Referrals
Prior to meeting with families to discuss their potential involvement in the research, I  
knew families had been referred because other professionals had made judgements 
that they would benefit from a PT programme. This meant that when I  met families I  
was already assuming that they had problems with parenting and this may have 
created negative assumptions prior to the assessment measures being completed. I  
needed to consider other perspectives, such as the referrals tended to be made based 
on subjective judgements from professionals, who may hold their own assumptions 
and values about parenting.
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RESULTS
The results are presented in a number of sections. Firstly, two individual clinical case 
studies that consist of individual quantitative and qualitative data; secondly, 
quantitative data pooled across the six families that make up the whole sample; 
thirdly, qualitative data pooled across the two families that make up the clinical case 
study series and finally, the thematic analysis from the two self-reflexive interviews.
Participant Characteristics
Basic demographic and background information for all participants are summarised in 
Table 1 in the Methods Section (see pages 223-224). All participants are referred to by 
pseudonyms and other details have also been changed in order to protect the 
anonymity of the participants and to ensure confidentiality.
1. Individual Case Studies (x 2 families)
The Data
In the two clinical case studies, data are summed for ease of presentation and raw data 
are presented in Appendix 18 (video coding) and Appendix 19 (Parenting Stress 
Index). For each case study, the results for the mother-child interaction data from the 
video observations are presented first, followed by the results for the Behaviour 
Screening Questionnaire, the Parenting Stress Index and then the themes from the IPA 
of the process notes from the video observations.
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CASE STUDY 1 - FAMILY 1
Family 1 consisted of a mother ‘Susan’ and her daughter ‘Carol’, aged three years one 
month. Detailed clinical information providing context to their participation in the 
study is described in Appendix 20.
Measures
1. Coding of Parent-Child Observation
la) Figure 6 shows the number of frequencies (occurrences) of maternal affect and 
behaviours occurring in thirty minutes of unstructured time at baseline, post 
intervention and follow-up. Figure 7 shows the number of frequencies (occurrences) 
of maternal affect and behaviours occurring in fifteen minutes using standardised 
tasks at baseline, post intervention and follow-up.
lb) Figure 8 shows the number of frequencies (occurrences) of child affect and 
behaviours occurring in thirty minutes of unstructured time at baseline, post 
intervention and follow-up. Figure 9 shows the number of frequencies (occurrences) 
of child affect and behaviours occurring in fifteen minutes using standardised tasks 
at baseline, post intervention and follow-up.
No statistical analysis was completed on the codes for individual case studies due to 
the low occurrences of many codes and uneven distribution of data. Therefore it is not 
possible to make any comments on statistically significant differences in codes 
between the three evaluation points and the discussion of the coding data provides 
descriptions that come from the ‘visual inspection’ (‘eyeballing’) of the data. Visual 
inspection is a commonly used method of interpreting single case data and has been 
used in previous studies evaluating PT programmes with parents with LD (for 
example, Feldman, 1994). There are arguments for and against its use, which are 
discussed further in the Discussion Section. Interpretations for these results are offered 
in the Discussion Section. Qualitative analysis on the process notes from the 
unstructured observation time provides some context and possible explanations for the 
quantitatively coded data and this is discussed later in the case study.
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Figure 6 - Frequencies of Maternai Affect and Behaviour 
Observed in Unstructured Parent-Child Interaction
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Figure 7 - Frequencies of Maternal Affect and Behaviour 
Observed in Parent-Child Interaction During Standardised
Tasks
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Summary of Video Codes
Total occurrences of codes for each coding group at different time points are shown in 
parenthesis.
M aternal Affect and Behaviour
Positive Affect - there was a large increase in positive affect codes from baseline (20) 
to post-intervention (57) during unstructured time. There was a smaller decrease to 
follow-up (48) but this remained notably higher than at baseline. The number of 
positive affect codes were similar in the standardised tasks at baseline (27), post­
intervention (62) and follow-up (47) to those in unstructured time and the same 
pattern of change was seen in both observations.
Negative Affect - there was a large decrease in negative affect codes in unstructured 
time from baseline (28) to post-intervention (5) which was maintained at follow-up 
(4). There were very low occurrences of negative affect codes during the standardised 
tasks (6) compared to high occurrences during unstructured time (28) at baseline. 
However, there was only a minimal difference at post-intervention (5 in unstructured 
time; 2 during standardised tasks) and at follow-up (4 in unstructured time; 1 during 
standardised tasks), which was due to the large reduction in negative affect codes 
during unstructured time. The same pattern of change was seen in both observations, 
with decreases from baseline to post-intervention to follow-up but the changes were 
much smaller in the standardised tasks due to low occurrences of codes.
Cognitive Development - there was a small increase in cognitive development codes 
from baseline (15) to post-intervention (20) in unstructured time, which was 
maintained at follow-up (21). There were higher occurrences of cognitive 
development codes during the standardised tasks at all three time points (baseline - 47; 
post-intervention -  80; follow-up - 65). Whilst there was an increase in codes from 
baseline to post-intervention in both observations, this increase was much larger 
during the standardised tasks. The increase was maintained at follow-up during 
unstructured time but there was a decrease in the occurrences of codes during 
standardised tasks at follow-up but this remained notably higher than at baseline. 
Positive Play -  occurrences of positive play codes was similar in both the 
unstructured time and standardised tasks across the three time points (unstructured 
time: 6 at baseline; 10 at post-intervention; 11 at follow-up and standardised tasks: 8 
at baseline; 10 at post-intervention; 9 at follow-up). There was a very slight increase
PsychD in Clinical Psychology 283
M ajor Research Project
in positive control codes from baseline during unstructured time and even less during 
standardised tasks, ho’svever, the small occurrences of such codes means that it is 
difficult to comment on any changes in the number of these codes meaningfully. 
Control - there was a reduction in control codes from baseline (44) to post­
intervention (32) during the standardised tasks, which was maintained at follow-up 
(30). There were notably higher occurrences of control codes during unstructured time 
across all three time points (90 at baseline, 70 at post-intervention; 74 at follow-up). 
There were decreases in these codes in unstructured time but they remained above 
those seen in the standardised tasks. Both observations saw reductions from baseline 
to post-intervention and only very slight changes from post-intervention to follow-up. 
Positive Control - there were very few occurrences of positive control codes during 
unstructured time (baseline -1 ; post-intervention -  4; follow-up - 3) and no 
occurrences during the standardised tasks. The few occurrences make it difficult to 
comment on any changes in a meaningful way.
Seeking Information/Help -  seeking information/help codes occurred slightly more 
during standardised tasks (baseline -  28; post-intervention -  33; follow-up -  33) than 
during unstructured time (baseline -  20; post-intervention -  24; follow-up - 22) across 
all three time points. The occurrence of codes remained relatively stable at all three 
time points in both observations.
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Figure 8 - Frequencies of Child Affect and Behaviour Observed 
in Unstructured Parent-Child Interaction
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Figure 9 - Frequencies of Child Affect and Behaviour Observed 
in Parent-Child Interaction During Standardised Tasks
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Summary of Video Codes
The total number of codes for each coding group at different time points is shown in 
parenthesis.
Child Affect and Behaviour
Negative Affect - there was a large decrease in negative affect codes from baseline 
(38) to post-intervention (13) and a smaller decrease from post-intervention to follow- 
up (7) in unstructured time. There was a difference between unstructured time and 
standardised tasks, with fewer occurrences during the standardised tasks across all 
three time points (baseline -  3; post-intervention -  1; follow-up -1 ) making it difficult 
to speculate about meaningful changes.
Positive Affect - there was a slight decrease in positive affect from baseline (14) to 
post-intervention (10) that was maintained at follow-up (10) during unstructured time. 
During the standardised tasks, there was a lower occurrence at baseline (4), with a 
slight increase in post-intervention (10) that was maintained at follow-up (9). In both 
observations, the occurrences of codes at post-intervention and follow-up were 
comparable.
Positive Play - the occurrences of positive play codes stayed at a similar level across 
the three time points (baseline -  8; post-intervention -  10; follow-up - 8) during 
unstructured time. In comparison, there were much higher occurrences of codes in the 
standardised tasks and these increased from baseline (28) to post-intervention (45), 
with a slight decrease at follow-up (40).
Control - control codes showed a large decrease from baseline (29) to post­
intervention (15), with a small increase at follow-up (19) in unstructured time. In 
comparison, control codes were much lower in the standardised tasks but they also 
decreased fi-om baseline (12) to post-intervention (8) with a further slight decrease to 
follow-up (6).
Positive Control - positive control codes during unstructured time showed a small 
increase firom baseline (15) to post-intervention (20) and follow-up (18). In the 
standardised tasks, positive control codes had lower occurrences (baseline -  6; post­
intervention -  12; follow-up -  13) but showed a similar pattern of a small increase. 
Seeking Information/Help - there were no occurrences of seeking information/help 
codes in either unstructured time or standardised tasks at any of the time points.
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2. Behaviour Screening Questionnaire (BSOl
Figure 10 below shows Susan’s ratings of Carol’s behaviour using the BSQ.
Figure 10 - Ratings of Behaviour for the Daughter in Family One 
using the Behaviour Screening Questionaire
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Key: 0 = problems with this behaviour are absent
1 = problems are sometimes present or present to a mild degree
2 = problems occur frequently or to a marked degree
At baseline Carol’s total score was 9, which was just below the cut off of 10 that 
indicates the likelihood of a behavioural problem being present. Particular difficulties 
described by Susan at baseline included:
• Carol was a fussy eater.
• It was difficult to get Carol to bed before 10pm and it would take Carol 
approximately half an hour to go to sleep. Approximately two nights a week Carol 
would wake in the night and have what Susan referred to as a “bad night”. Carol 
would usually spend two or three nights a week sleeping in Susan’s bed, something 
Susan had tried to change without success.
• Susan rated Carol as ‘hyperactive’. She said Carol would sit still for her dinner or 
when watching television but for little else.
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• Carol’s concentration was variable depending on what she was doing.
• Carol sometimes demanded undue attention from her and also from her mother.
• Carol was somewhat dependent on her and would get upset if she was left with 
others. However, Susan could leave her with other members of her family.
• Carol could be difficult to manage at times, particularly when Carol was frustrated 
at not being able to communicate. Susan found her difficult to manage when they 
went shopping as Carol would run off or not do as asked. She thought Carol was 
easier to manage for other people particularly her fiance’s mother.
• Carol had temper tantrums approximately once a day lasting for ten to fifteen 
minutes. These would occur when she was trying to dress Carol, when she was 
changing her nappy or when she was tired. Carol would not co-operate when being 
dressed and would wriggle and run off.
• Carol was generally happy but would occasionally hit herself when she became 
frustrated.
• Carol had a few fears, such as a fear of birds and getting in lifts and would need 
reassurance regarding these.
At post-intervention, Carol’s total score was 5 (a reduction from 9 at baseline). Susan
reported changes in the following areas:
• Carol’s eating had improved and she was less faddy about what she ate.
• Carol was now asking for and using the potty consistently.
• Problems at night time continued but Carol was sleeping with Susan for 
approximately only one night instead of three nights a week. Susan had made a 
concerted effort to reduce this by buying Carol a new bed next to hers and being 
‘strict’ about Carol sleeping in it.
• Susan thought Carol was less hyperactive although still rated her as ‘very active’.
• Carol was still difficult to manage at times but Susan recognised that she often lost 
her temper with Carol in these situations, which exacerbated the situation.
• Susan thought Carol had matured which she thought was due to her attendance at 
nursery and being with children her own age. She also thought that Carol’s speech
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was improving which was decreasing Carol’s frustration and improving her 
behaviour.
At follow-up, Carol’s total score on the BSQ was 4 (a further reduction from 5 at post­
intervention and from 9 at baseline). At this time, Carol’s sleep remained the same and 
she was still coming into Susan’s bed approximately one night a week. Susan thought 
that Carol was less dependent and attention seeking and was better able to occupy 
herself at home and to be left with others.
3. Parenting Stress Index (PSI)
The percentile ranks for the domains and scores on the PSI as completed by Susan are 
shown in Figure 11 below.
Figure 11 - Percentile Ranks for the Parenting Stress Index 
Completed by the Mother of Family One
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Key; 15th - 80th percentile = normal range
85th> percentile = presence of excessive stress and stressors 
<15th percentile = absence of stressors and low stress levels 
At baseline, the Child and Parent Domain scores and the Total Stress Score were all 
above the normal range, indicating excessive levels of stress. All Child Domain 
subscale scores fell above the normal range. Two Parent Domain subscale scores fell 
above the normal range (role restriction and competence) and five fell within the 
normal range (spouse, depression, isolation, attachment, health). The Life Stress Score 
fell below the normal range as Susan did not report any significant life stresses within
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the last year. At post-intervention, the Child and Parent Domain scores and the Total 
Stress score remained above the normal range. On the Child Domain, the score on the 
acceptability subscale had fallen to within the normal range. On the Parent Domain, 
scores on the isolation, attachment and health subscales all increased from the normal 
to above the normal range. The score on the role restriction subscale decreased to the 
normal range. The Life Stress score had increased as Susan had begun a new job but 
this was within the normal range.
At follow-up, the Child and Parent Domain Scores and the Total Stress Score 
continued to fall above the normal range. On the Child Domain, the score on the 
adaptability subscale had reduced from above the normal range at baseline and post­
intervention to the normal range at follow-up. The acceptability score had increased 
from within the normal range at post-intervention to above the normal range at follow- 
up and returned to baseline level. On the Parent Domain, the role restriction score had 
increased from within the normal range at post-intervention to above the normal range 
at follow-up and returned to baseline level. The scores on the isolation, attachment 
and health subscales remained above the normal range from post-intervention to 
follow-up, an increase from the normal range at baseline. The Life Stress Score 
remained in the normal range.
4. Themes from the Researcher’s Process Notes of Unstructured Observation at 
Baseline, Post-Intervention and Follow-Up
A full list of themes and descriptions that emerged from the analysis of all the 
transcripts across Families 1 and 6 are described in section four of the results section 
below.
Here, the dominant themes that emerged for Family 1 during the unstructured 
observations at each evaluation point are described. These themes highlight clinically 
relevant issues and make some reflection on change in the mother-child interaction 
and the possible effects of the PT programme. The themes will not be described here 
as they are described below and quotes from the transcripts will not be provided here 
as they are also provided below to illustrate the themes. Instead the themes will be 
discussed in relation to the quantitative data discussed above for Family 1. Some other
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instances of themes will have been found but if there were few occurrences they may 
not be mentioned here.
Dominant Themes at Baseline for Family One:
Negative Affect: Non-verbal interaction from the mother & Verbal interaction 
from the mother
The majority of the interaction, except from approximately ten minutes at the end, was 
dominated by negative affect. Negative affect shown through non-verbal behaviour by 
Susan included a high level of physical intervention and restraint towards Carol, 
which at times bordered on physical aggression. Susan also showed a high level of 
negative affect through her verbal interactions with Carol, in particular shouting, 
making verbal threats, blaming Carol for how she herself was behaving (and showing 
little awareness of her role in the interaction) and dismissing Carol’s distress.
Negative Affect: Non-verbal interaction from the child & Verbal interaction 
from the child
Carol showed a high level of negative affect displayed through non-verbal interaction, 
in particular negative physical gestures, such as kicking Susan and raising her hand as 
if to hit her. In addition, Carol did not comply with basic requests from Susan, such as 
sitting down when instructed and her non-compliance often took the form of trying to 
escape from the situation. Carol also showed a high level of negative affect through 
verbal interaction, in particular, whining, crying and screaming. This often appeared 
to be a form of communication for Carol, as she had delayed language development, 
for example, she used screaming to communicate that she did not want to do 
something, such as drink from her cup.
Positive Affect: Non-verbal interaction from the mother
Although the interaction was dominated by negative affect, when there was positive 
affect towards the end, it appeared tender and loving and was non-verbal rather than 
verbal. Positive affect from Susan to Carol tended to consist of comfort and physical 
affection, such as cuddling and sitting Carol on her lap. There was limited verbal 
positive affect expressed.
PsychD in Clinical Psychology 291
Major Research Project
Positive Affect: Non-verbal interaction from the child
Carol also initiated positive affect towards Susan, for example, climbing on her lap 
and going to her for a cuddle when she hurt herself. This tended to be non-verbal 
rather than verbal.
Susan showed conflicting behaviour, for example, she simultaneously showed 
negative affect through non-verbal behaviour, such as physical intervention and 
positive affect through her verbal interaction, such as using a positive tone. She would 
also switch between positive and negative affect quickly. Carol also showed conflict 
within her interaction and switched from co-operation to avoidance quickly. She also 
showed compliance whilst demonstrating verbal negative affect, such as screaming.
Maternal Roles: Caretaking activities
Susan showed a high level of caretaking behaviours in relation to Carol, including 
changing her into her pyjamas, giving her a drink, not letting Carol have crisps when 
she wanted them but offering her an alternative to eat, preventing Carol from hurting 
herself (for example, telling her to sit up when she was eating so she did not choke) 
and being watchful of what she was doing.
Maternal Roles: Information giving and teaching
Towards the end of the interaction, Susan tried to encourage Carol to imitate words 
from an electronic toy. Susan tended to use very few explanations to give Carol 
information about what was happening and what she was doing.
Maternal Roles: Facilitating activities or helping
Towards the end of the interaction, Susan physically assisted Carol’s play, for 
example, helping her get off the rocking horse. She introduced a couple of new toys 
into the situation, which appeared to be for distraction purposes when Carol was 
upset. Susan did not tend to make any suggestions to extend Carol’s play.
Maternal Roles: Implementing appropriate strategies for positive control
Susan used distraction as a technique when Carol was upset on a couple of occasions. 
Whilst Susan did set limits on Carol’s behaviour and give her instructions it tended to
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be done with a negative tone of voice, shouting or was accompanied by threats and 
there was little praise or positive reinforcement when Carol eventually complied.
Interaction Styles and Processes: Joint interaction and play
The majority of the observation involved Susan and Carol being involved in joint 
interaction, most of which was centred on caretaking behaviours and was associated 
with negative affect. However, towards the end of the interaction there was some joint 
play and this tended to be associated with positive affect.
Interaction Styles and Processes: Conflicting agendas
Despite most of the interaction being characterised by joint interaction, conflicting 
agendas often arouse within this. There appeared to be a lack of shared goals between 
Susan and Carol, meaning there was little co-operation and their joint interaction 
appeared like a “battle”. For example, when Susan was trying to achieve a caretaking 
goal, Carol appeared to be treating the interaction as a game, which led to Susan 
becoming increasingly frustrated by Carol’s behaviour.
Interaction Styles and Processes: Escalation of negative affect
Susan’s verbal and non-verbal expression of negative affect frequently led to Carol 
responding with similar negative affect behaviours and vice versa, leading to an 
escalation of negative affect in their joint interaction, where both could demonstrate 
aggressive behaviour. Often the behaviour of one mirrored the behaviour of the other 
and they appeared to be interacting on the same level rather than as an adult and 
young child, with Susan resorting to child like behaviour.
Interaction Styles and Processes: Extension of positive affect
Although the interaction was dominated by escalation of negative affect as described 
above, towards the end of the observation, there were a couple of examples of 
extension of positive affect, where verbal or non-verbal positive affect expressed by 
either Susan or Carol, would lead to positive affect being shown by the other which 
then continued, for example, culminating in a cuddle.
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Impact of Video Camera and Researcher: Awareness of the presence of the video 
camera and researcher & possible change in behaviour due to the presence of the 
video camera and researcher
Susan appeared aware of the video camera and researcher and continued to look at 
both and at times she appeared to alter her behaviour as a result of their presence. This 
particularly occurred when she was displaying a high level of negative affect, such as 
threatening to smack Carol, following which Susan would glance at the researcher and 
then alter her interaction so it contained more positive affect. The researcher made 
attributions about this (see below). Susan also appeared to look to the researcher for 
help when she was finding it difficult to manage Carol’s behaviour.
Relationships: Roles and input from significant others
The maternal grandfather was present during the observation and he intervened at 
times. His role appeared to be multifaceted and at times his intervention was helpful, 
for example, he intervened when the negative affect was escalating and made a 
suggestion as to what Susan could do. He also prompted Susan and gave her 
suggestions when she appeared unsure what to do. However, his intervention also 
appeared unhelpful at times and could conflict with what Susan was trying to do, for 
example, he asked Susan to answer the door during the observation, therefore making 
her leave the room, which appeared to show little insight into what Susan was doing at 
the time and may give some indication of Susan’s role within the family.
Attributions made by the researcher
Attributions are made regarding both Carol and Susan’s possible intentions, thoughts, 
feelings and motivation, which might explain the behaviour that was being observed. 
In particular, the researcher attributes some of Susan’s behaviour to frustration and 
some of Carol’s behaviour to thinking the interaction is a game. The researcher also 
attributes changes in Susan’s behaviour to her possible concerns about what 
judgements may be made by the researcher about her behaviour. The researcher 
describes some of Susan’s behaviour using emotive words such as “roughly”, 
“sharply”, “harsh”, “sternly”, “physically”, which may attribute a punitive intention to 
them.
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Dominant Themes at Post-Intervention for Family One:
Positive Affect: Non-verbal interaction from the mother & Verbal interaction 
from the mother
In contrast to the baseline observation, positive affect from Susan dominated the 
interaction and was shown much more than at baseline. Although non-verbal still 
dominated verbal interaction, there were increases in both. Susan appeared to make an 
effort to show positive affect behaviours, such as affectionate touch, and use a positive 
tone of voice and praise.
Negative Affect: Non-verbal interaction from the mother & Verbal interaction 
from the mother
In combination with this noticeable increase in positive affect from Susan, there was 
very little negative affect shown, which had dominated the interaction at baseline. The 
only negative affect that occurred was again in the context of caretaking behaviours 
when Susan was trying to get Carol changed to go out and brush her hair at the end of 
the observation. In this context, Susan resorted to shouting and showed almost 
‘tantrum’ type behaviour herself by throwing Carol’s dress down and leaving the 
room with associated negative affect.
Negative Affect: Non-verbal interaction from the child & Verbal interaction 
from the child
Carol also showed a large decrease in negative affect, with the majority of the 
negative affect shown again in the context of caretaking behaviours, where she 
showed non-compliance and crying. However, this was not accompanied by an 
increase in positive affect, like with Susan.
Maternal Roles: Caretaking activities
There was one prolonged instance of caretaking behaviour that occurred at the end of 
the observation, when Susan was getting Carol ready to go to nursery and was 
brushing her hair, changing her clothes and putting her coat and shoes on. This was 
dominated by negative affect. Susan showed an ongoing awareness of Carol’s safety 
and met her needs at other times during the observation, for example, taking her to the 
toilet and getting her a drink.
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Maternai Roles: Information giving and teaching
Susan gave Carol more information in play, such as labelling objects and giving 
factual information, such as naming colours, numbers, letters and asking Carol 
concrete and repetitive questions, such as “what’s that?”.
Maternal Roles: Facilitating activities or helping
Susan offered Carol physical assistance, for example, getting an object for her or 
moving things out the way but she rarely extended the play through new ideas or 
suggestions and she appeared unsure what other activities to suggest once Carol had 
lost interest.
Maternal Roles: Implementing appropriate strategies for positive control
Susan used distraction on one occasion and also tried to use persuasion to get Carol to 
do something. She continued to use instructions and used positive reinforcement 
increasingly and appropriately, until the end of the observation, when negative affect 
dominated.
Interaction Styles and Processes: Joint interaction and play
The majority of the interaction was joint and focused on the same activities.
Interaction Styles and Processes: Conflicting agendas
The caretaking task at the end of the observation created a conflicting agenda between 
Susan and Carol. Susan’s agenda was to get Carol ready to leave the house, whereas 
Carol appeared to want to continue playing and not leave the situation. Carol again 
appeared to treat the caretaking task as a game and was laughing and running off, 
whereas in contrast, Susan was becoming more agitated. Throughout the rest of the 
observation, there was less of a conflicting agenda.
Interaction Styles and Processes: Escalation of negative affect
Escalation of negative affect was seen at the end of the observation in the caretaking 
task, when Carol was non-complaint. Susan showed increasingly negative affect that 
lead to increased negative affect from Carol, which eventually led to Susan leaving the 
situation.
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Interaction Styles and Processes: Extension of positive affect
During the joint play, extension of positive affect, mainly through non-verbal means, 
such as smiling, laughing and affectionate touch, could be seen.
Relationships: Roles and input from significant others
Susan asked her mother for help with changing Carol’s clothes and brushing her hair. 
This appeared to be an appropriate strategy when she was struggling to cope. Her 
mother did intervene and she commented to the researcher how this was a frequent 
scenario. She expressed concern for how Susan would cope if she was on her own 
with Carol without their support.
Impact of Video Camera and Researcher: Awareness of the presence of the video 
camera and researcher & Possible change in behaviour due to the presence of the 
video camera and researcher
Susan continued to appear anxious regarding the presence of the video camera and she 
frequently glanced towards it during play. She appeared to look at the researcher when 
she wanted help, for example, when she appeared unsure what to do next in play or 
when she was struggling to get Carol changed. Carol appeared aware of the video 
camera and initially appeared to be “showing off’ in front of it (smiling, laughing, 
rolling on the floor, making eye contact), possibly to get the researcher’s attention.
Attributions Made by the Researcher
The researcher comments on how hard Susan appears to be trying to implement some 
of the taught elements of the parenting programme, for example, she comments on 
how Susan appears to be making an effort to use praise and ‘teaching’ during play. At 
the end of the observation, the researcher comments on how difficult Susan appears to 
be finding Carol’s non-compliance and how “stressed” she appears to be becoming. 
Further attributions are made in the themes above regarding Susan’s and Carol’s 
reaction to the camera and researcher observing.
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Dominant Themes at Follow-Up for Family One;
Positive Affect; Non-verbal interaction from the mother & Verbal interaction 
from the mother
Positive affect from Susan dominated the interaction and was present more than 
negative affect. There appeared to be a slightly less positive quality to her interaction 
than at post-intervention, for example, Susan gave Carol praise but it was not always 
coupled with a positive tone. She continued to show affectionate touch and 
occasionally smiled. At times during the observation, Susan appeared to miss 
opportunities to show positive affect to Carol, so it appeared inconsistent.
Negative Affect: Non-verbal interaction from the mother & Verbal interaction 
from the mother
Susan showed very few instances of negative affect. The negative affect shown was 
verbal rather than non-verbal and in the context of Carol wanting to leave the room. 
Susan made a comment of disapproval, and when Carol still attempted to leave the 
room, she made a threat, both of which were accompanied by a negative tone of voice.
Negative Affect: Non-verbal interaction from the child & Verbal interaction 
from the child
Carol showed minimal negative affect and what was present appeared to be 
appropriate to her developmental stage, for example, she cried briefly when Susan 
would not let her leave the room. There continued to be some non-compliance shown 
by Carol but this also appeared to be in keeping with her developmental stage.
Positive Affect: Non-verbal interaction from the child & Verbal interaction from 
the child
This appeared similar to the previous observations, with Carol smiling at Susan but 
using minimal verbal positive affect possibly because of her delayed language 
development.
Maternal Roles: Information giving and teaching
Susan did quite a bit of ‘teaching’ by giving Carol factual information, such as colours 
and numbers. She asked her questions and encouraged her to say things after she had
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said them, which appeared to be her trying to encourage Carol to use language. On 
one occasion Susan also elaborated on their play (building a model of a bus with 
Lego) by linking this to an activity they had done in the week (going on a bus) and she 
mentioned this to Carol.
Maternal Roles: Facilitating activities or helping
Susan continued to offer Carol physical assistance in the interaction. Sometimes she 
would appear to take over and do things for Carol rather than let her persist and try to 
do it herself, for example, fitting bricks together. She continued to be unsure about 
how to move Carol’s play on to new things.
Maternal Roles: Implementing appropriate strategies for positive control
Susan used distraction once to try and distract Carol from wanting to leave the room 
and she also tried persuasion. She continued to use a high number of instructions but 
many of these were without the negative affect seen previously. They tended to occur 
within the play context, which could make Susan appear dominating. Susan used 
praise for appropriate behaviour.
Interaction Styles and Processes: Joint interaction and play & Conflicting 
agendas
Although Susan and Carol tended to focus on the same activity, there continued to be 
some conflict in their agendas. Susan could dominate the play and immerse herself in 
an activity with almost a child like quality and do something different to Carol, for 
example, build her own model with the bricks.
Relationships: Roles and input from significant others
Susan’s brother and her friend were present at the time of the observation and their 
presence appeared friendly and supportive to both Susan and Carol. Susan’s boyfriend 
was also present but he appeared passive and made no attempt at interacting with 
either Carol or Susan unless it was initiated by them and he then removed himself 
from the situation, appearing uncomfortable.
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Impact of Video Camera and Researcher: Awareness of the presence of the video 
camera and researcher & Possible change in behaviour due to the presence of the 
video camera and researcher
Both Susan and Carol appeared to show an awareness of the video camera by glancing 
at it and both interacted with the researcher during the observation.
Attributions Made by the Researcher
The researcher commented on how Susan appeared to make an effort to use some of 
the strategies taught in the parenting programme but at other times appeared to forget. 
The researcher also commented on how Susan appeared unsure what to do at times 
and appeared to look to the researcher and others for assistance. The researcher 
commented that Susan appeared to forget the context at times, for example, she 
appeared to want to play with toys herself or she interacted with the researcher with a 
“friendship” like quality, possibly wanting attention or approval.
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CASE STUDY 6 - FAMILY 6 
Demographic and Background Information
Family 6 consisted of a mother ‘Emma’ and her daughter ‘Anna’, aged two years ten 
months. Detailed clinical information providing context to their participation in the 
study is described in Appendix 21.
Measures
1. Coding of Parent-Child Observation
la) Figure 12 shows the number of frequencies (occurrences) of maternal affect and 
behaviours occurring in thirty minutes of unstructured time at baseline, post 
intervention and follow-up. Figure 13 shows the number of frequencies (occurrences) 
of maternal affect and behaviours occurring in fifteen minutes using standardised 
tasks at baseline, post intervention and follow-up.
lb) Figure 14 shows the number of frequencies (occurrences) of child affect and 
behaviours occurring in thirty minutes of unstructured time at baseline, post 
intervention and follow-up. Figure 15 shows the number of frequencies (occurrences) 
of child affect and behaviours occurring in fifteen minutes using standardised tasks 
at baseline, post intervention and follow-up.
It is important to note that no statistical analysis was completed on the coding 
occurrences for individual case studies due to the low occurrences of many codes. 
Therefore it is not possible to make any comments on statistically significant 
differences in codes between evaluation points and the discussion of the coding data 
provides descriptions only that come from ‘eyeballing’ the data. Qualitative analysis 
on the process notes from the unstructured interaction provides some context and 
possible explanations for the quantitatively coded data and this is discussed later in the 
case study.
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Figure 12 - Frequencies of Maternai Affect and Behaviour 
Observed in Unstructured Parent-Child Interaction
11 I’
1 ridl r"
H B a s e l i n e  
B P o s t - ln t  
□ F o i l  c w -U p
I
$
'<0(Q
 ^ C 
1 °  
Q
fS‘
a.
a0)
II
I
M a tern a l C o d e s
Figure 13 - Frequencies of Maternal Affect and Behaviour 
Observed in Parent-Child Interaction During Standardised
Tasks
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Summary of Video Codes
Total occurrences of codes for each coding group at different time points are shown in 
parenthesis.
Maternal Affect and Behaviour
Positive Affect -  during unstructured time, there were large increases in positive 
affect codes from baseline (16) to post-intervention (55) and a large decrease to 
follow-up (30) but this remained notably higher than at baseline. The occurrences of 
positive affect codes were similar in the standardised tasks at baseline (18) and 
follow-up (30) to those in unstructured time but less at post-intervention (39). The 
same pattern of change was seen in both observations.
Negative Affect - there were no occurrences of negative affect codes across the three 
time points in either unstructured time or standardised tasks.
Cognitive Development -  during unstructured time, there was a large increase in 
cognitive development codes from baseline (0) to post-intervention (27) with a drop at 
follow-up (15).
There were notably higher occurrences of cognitive development codes during the 
standardised tasks at all three time points (baseline -  39; post-intervention -  61 ; 
follow-up - 52). The same pattern of change was seen in both observations.
Positive Play -  the occurrence of positive play codes were similar at baseline in both 
unstructured time (21) and standardised tasks (19). There were increases in both 
observations at post-intervention but this was larger in the unstructured time (31) 
compared to standardised tasks (23). Whilst there was a decrease at follow-up during 
the unstructured time (19) there was an increase during the standardised tasks (27). 
Positive Control - there were no occurrences of positive control codes in either 
observation. Control - there was a higher occurrence of control codes at baseline 
during unstructured time (24) compared to during the standardised tasks (18). There 
was a considerable decrease during unstructured time at post-intervention (6) and 
follow-up (9), whilst during the standardised tasks the codes stayed at a similar level 
to baseline (post-intervention -  15; follow-up -16).
Seeking Information/Help - during unstructured time, there were low occurrences of 
seeking information/help codes at baseline (6) in comparison to during standardised 
tasks (26). In both observations, there was an increase during post-intervention
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(unstructured time -  39; standardised tasks - 37) but the increase was more in 
unstructured time. During both observations there was a decrease at follow-up 
(unstructured time -  33; standardised tasks - 30) but it remained considerably above 
the baseline level.
Figure 14- Frequencies of Child Affect and Behaviour 
Observed in Unstructured Parent-Child Interaction
30
25
8 20 
Ü
I  15
10
5
0
■ B a s e l i n e
■ P o s t - I n t
□ F o l lo w - U p
C h ild  C o d e s
Figure 15 - Frequencies of Child Affect and Behaviour Observed 
in Parent-Child Interaction During Standardised Tasks
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Summary of Video Codes
The total number of codes for each coding group at different time points is shown in 
parenthesis.
Child Affect and Behaviour
Positive Affect - there was an increase in positive affect codes from baseline (0) to 
post-intervention (22) and a decrease from post-intervention to follow-up (12) but this 
remained above the baseline level during unstructured time. There was a higher 
occurrence in the standardised tasks at baseline (13) but a similar pattern of increase at 
post-intervention (23) and less of a drop at follow-up (20).
Negative Affect - there were no occurrence of negative affect codes in unstructured 
time across all three time points and similarly, no occurrence at baseline and only one 
occurrence at both post-intervention and follow-up during standardised tasks.
Positive Play - there were similar numbers and patters of change in positive play 
codes in both observations. In unstructured time, there was an increase from baseline 
(6), to post-intervention (28) and drop follow-up (12) but this remained above the 
baseline level. This was similar during the standardised tasks, baseline (4), post­
intervention (24) and follow-up (10).
Control - control codes were at a similar level of occurrence and remained relatively 
stable throughout the three time points in both observations (unstructured time: 
baseline -  12; post-intervention -  9; follow-up -  14 and standardised tasks: baseline -  
10; post-intervention -  11; follow-up -14). The only difference was a slight decrease 
at post-intervention in unstructured time and a slight increase during standardised 
tasks.
Positive Control - positive control codes stayed the same at baseline (6) and post­
intervention (6) and dropped at follow-up (2) during unstructured time. In the 
standardised tasks, the frequency of codes remained relatively stable: baseline (12), 
post-intervention (10) and follow-up (10).
Seeking Information/Help - seeking information/help codes increased from baseline 
(0) to post-intervention (15) and decreased at follow-up (8) but this remained above 
the baseline level, during unstructured time. In the standardised tasks the pattern of 
change was similar but the difference in codes was smaller, with lower occurrences 
(baseline -  3; post-intervention -  8; follow-up - 6).
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Interpretations for these results are offered in the discussion section. Overall, the 
changes in the above coding were in a desired direction based on the teaching in the 
parent programme. The desired changes were generally not maintained at follow-up.
2. Behaviour Screening Questionnaire (BSO)
The ratings of individual behaviours for Anna by Emma using the BSQ are shown
below in Figure 16 below:
Figure 16 - Ratings of Behaviour for the Daughter in Family Six 
using the Behaviour Screening Quesdonaire
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Key: 0 = problems with this behaviour are absent
1 = problems are sometimes present or present to a mild degree
2 = problems occur frequently or to a marked degree
At baseline, Anna’s overall score was 7, which was below the cut off of 10. Scores 
above 10 indicate the likelihood of a behavioural problem being present. Particular 
difficulties identified by Emma included:
• Anna was currently being toilet trained and was having accidents three or more 
times a week.
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• Anna would frequently come in to Emma’s bed for most of the night more than 
twice a week,
• Emma rated Anna as “very active” and said her concentration was variable 
although she could concentrate for 15 minutes or more when watching the 
television.
• Arma could be “boisterous” with other children at nursery.
• Anna was “stubborn” and Emma sometimes found her behaviour difficult to 
manage, for example, when she did not do as asked, and she would find her hard to 
discipline at these times.
• Arma would sometimes worry particularly if her routines were changed.
At post-intervention, Emma rated Arma’s behaviour again using the BSQ. The overall 
score was 6 (a reduction from 7 at baseline). The main change was that toilet training 
was becoming more successful with Arma only soiling once or twice a week now. 
There was no change in Arma coming into Emma’s bed at night. Emma reported no 
changes in any of the other areas except she thought that Emma was worrying less 
about changes in routine but had developed one or two marked fears including a fear 
of dogs.
At follow-up, Arma’s overall score was 3 (a reduction from 6 at post-intervention and 
7 at baseline). The main change was that Arma was no longer coming into Emma’s 
bed at night. Emma also thought that Arma’s concentration had improved.
3. Parenting Stress Index (PSD
The percentile ranks for the scores on the PSI as completed by the mother of Family 
Six are shown in Figure 17 below.
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Figure 17- Percentile Ranks on the Parenting Stress Index 
Completed by the Mother of Family Six
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Key: 15th - 80th percentile = normal range
85th> percentile = presence of excessive stress and stressors 
<15th percentile = absence of stressors and low stress levels
At baseline, the Child and Parent Domain scores and the Total Stress Score were all 
above the normal range, indicating excessive levels of stress. The Life Stress score fell 
below the normal range as Emma did not report any significant life stresses within the 
last year. Three Child Domain subscale scores fell above the normal range 
(distractibility/hyperactivity, adaptability and reinforces parent) and three fell within 
the normal range (demandingness, mood and acceptability). Three Parent Domain 
subscale scores fell above the normal range (competence, attachment and spouse) and 
four fell within the normal range (isolation, health, role restriction and depression).
At post-intervention, the Child Domain score had fallen to within the normal range. 
The Parent Domain and Total Stress scores remained above the normal range. On the 
Child Domain, the scores on the distractibility/hyperactivity and adaptability subscales 
decreased to within the normal range. On the Parent Domain, the score on the 
isolation subscale increased to above the normal range. The score on the attachment 
subscale decreased to within the normal range. The Life Stress score had increased as 
Emma had resigned from her job but was within the normal range.
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At follow-up, the Child Domain score remained within the normal range from post­
intervention to follow-up, a reduction from being in the above normal range at 
baseline. The Parent Domain score remained above the normal range. The Total Stress 
score had fallen to the top of the normal range. On the Child Domain, the scores on 
the distractibility/hyperactivity and adaptability subscales remained within the normal 
range from post-intervention to follow-up, a reduction from being in the above normal 
range at baseline. On the Parent Domain, the score on the isolation subscale remained 
within the above normal range from post-intervention to follow-up, an increase from 
being in the normal range at baseline. The score on the attachment subscale remained 
in the normal range from post-intervention to follow-up, a reduction from the above 
normal range at baseline. The Life Stress Score remained the same from post­
intervention to follow-up, an increase from baseline.
4. Themes from the Researcher’s Process Notes of Unstructured Interaction at 
Baseline, Post-Intervention and Follow-Up
A frill list of themes and descriptions that emerged from the analysis of all the 
transcripts across Families 1 and 6 are described in section four of the results section 
below.
Here, the dominant themes that emerged for Family 6 during the unstructured 
observations at each evaluation point are described. These themes highlight clinically 
relevant issues and make some reflection on change in the mother-child interaction 
and the possible effects of the PT programme. The themes will not be described here 
as they are described below and quotes from the transcripts will not be provided here 
as they are also provided below to illustrate the themes. Instead the themes will be 
discussed in relation to the quantitative data discussed above for Family 6. Some other 
instances of themes will have been found but if there were few occurrences they may 
not be mentioned here.
Dominant Themes at Baseline for Familv Six:
Negative Affect: Non-verbal interaction from the mother
Emma frequently ignored or did not respond to appropriate behaviour shown by Anna. 
Emma did a lot of watching Anna but it appeared passive and was not coupled with 
other behaviours or verbalisations.
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Negative Affect: Non-verbal interaction from the child
Anna ignored or did not comply with Emma’s few attempts at interaction with her.
Non-verbal interaction dominated verbal interaction for both Emma and Anna. Verbal 
interaction occurred very little.
Interaction Styles and Processes: Independent interaction
Independent interaction dominated, in which Emma and Alice were both engaged in 
separate activities without any interaction occurring between them. The interaction 
presented as disconnected with only brief periods of connectedness.
Interaction Styles and Processes: Parallel interaction
Secondary, to independent interaction was parallel interaction, in which Emma and 
Anna were side by side in the same activity but were not interacting.
Interaction Styles and Processes: Conflicting agendas
Emma frequently looked away from Anna and this dominated much of the interaction. 
She appeared pre-occupied, which conflicted with Anna’s agenda when she tried to 
get her mother’s attention. On occasions Emma tried to get Anna’s attention but Anna 
appeared uninterested and did not respond. Anna was independent in her play and did 
not appear to need Emma, so there was very little joint interaction.
Impact of Video Camera and Researcher: Awareness of the presence of the video 
camera and researcher
Both Emma and Anna made numerous glances towards the video camera and 
researcher and on occasions these were prolonged.
Attributions made by the researcher
The researcher attributed the lack of joint interaction and positive affect as Emma 
being uncertain what to do in the interaction and appearing hesitant. The researcher 
also attributed Emma as having anxiety regarding the video camera and being 
observed and she may have been concerned about how she was appearing to the
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researcher. It was also attributed that Emma wanted to do “the right thing” and this 
was contributing to her hesitancy in interacting.
Dominant Themes at Post-Intervention for Familv Six:
Positive Affect: Verbal interaction & Non-verbal interaction from the mother
Emma showed an increase in verbal positive affect, by making positive comments, 
praise and using a positive tone. Emma also showed an increase in non-verbal positive 
affect and smiled and made eye contact with Anna.
Positive Affect: Non-verbal interaction from the child
Anna showed an increase in non-verbal positive affect and smiled and made positive 
eye contact with Emma.
There was a general increase in verbal interaction from both Anna and Emma.
Negative Affect: Non-Verbal interaction from the child
Anna would occasionally ignore or not comply with suggestions or requests from 
Emma. This appeared to be because Anna was independent and liked being in control 
of the interaction.
Negative Affect: Verbal interaction from the child
Anna would say no to some suggestions or requests made by Emma. This did not 
appear to be deliberately disobedient but it appeared designed to maintain control of 
the interaction and set the agenda.
Maternal Roles: Facilitating activities or helping
Emma made frequent attempts to facilitate activities by making suggestions to extend 
the play or help Anna in what she was doing.
Maternal Roles: Implementing appropriate strategies for positive control
Emma appeared to be making an effort to implement strategies that were covered in 
the parenting programme including, watching and commenting on Anna’s play, using 
praise and ignoring inappropriate behaviour (non-compliance).
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Interaction Styles and Processes: Joint Interaction and Play
There was an increase in joint interaction which was the main interaction style. This 
was mainly due to Emma involving herself with Anna’s play and maintaining a joint 
focus.
Interaction Styles and Processes: Parallel interaction & Independent interaction
Both parallel and independent interaction were present but to a much lesser extent. 
This tended to occur when Emma looked across the room, as she did at baseline, but 
she would look back quickly cutting the parallel or independent interaction short.
Impact of Video Camera and Researcher: Awareness of the presence of the video 
camera and researcher
Although both Emma and Anna glanced at the video camera and researcher this 
appeared to be in a positive way and it was coupled with smiling.
Attributions Made by the Researcher
The researcher comments on how much more positive the interaction feels compared 
to the baseline and how Emma is using the strategies discussed in the parenting 
programme and appears to be making a real effort in her interaction with Anna.
Dominant Themes at Follow-Up for Familv Six:
Positive Affect: Verbal interaction & Non-verbal interaction from the mother
Emma showed less verbal and non-verbal positive affect than she did in the post­
intervention observation, however, she still showed noticeably more than in the 
baseline observation. The verbal positive affect shown included some praise and 
positive reinforcement with a positive tone, as taught in the parenting programme. 
Emma smiled at Anna and on one occasion affectionately touched her head.
Positive Affect: Non-verbal interaction & Verbal interaction from the child
Anna also showed less positive non-verbal and verbal interaction than she showed at 
post-intervention, however, this was still more than at baseline. This consisted mainly 
of smiling and using a positive tone.
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Negative Affect: Non-Verbal interaction from the child
Anna was non-compliant at times.
Maternal Roles: Facilitating activities or helping
Emma continued to try to physically facilitate Anna’s play but to a lesser extent with 
verbal suggestions and questions.
Interaction Styles and Processes: Parallel interaction
Anna and Emma tended to be focused on the same activities but were not always 
playing together but doing separate things within the same activity.
Interaction Styles and Processes: Conflicting agendas
Emma appeared to be trying to set the play agenda but at times she was challenged by 
Anna who wanted to do something else. Emma appeared unsure what to do at these 
times and she became more passive and watchful for a time until she made another 
suggestion.
Impact of Video Camera and Researcher: Awareness of the presence of the video 
camera and researcher
Both Emma and Anna appeared aware of the video camera and researcher but reacted 
in different ways. Emma appeared anxious and self-conscious, whilst Anna appeared 
to be enjoying the attention and was smiling.
Attributions Made by the Researcher
The researcher commented on how Emma appeared anxious at times and this 
appeared to affect her interaction, however, she was using some of the strategies 
taught in the parenting programme. Anna appeared more mature, confident and 
independent and the researcher commented on how Emma appeared to feel unsettled 
by this.
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2. Quantitative Results Summarised Across the Total Sample (N = 6)
Analvses
The effects of the intervention for the six mothers as a total sample were assessed by 
an examination of changes in questionnaire scores and parent-child interaction codes 
at three points in time: baseline, post intervention and follow-up. Data were initially 
analysed using the Friedman test to assess differences across these time points. If the 
Friedman was significant, Wilcoxon tests were undertaken to test for significant 
differences between two given time points. Non-parametric tests were chosen because 
of the small sample size (6 families). Green et al. (1999) recommends that in order to 
use parametric tests, such as t-tests, a sample size of 15 per group is needed. 
Furthermore, the large standard deviations for most of the data suggest that the data 
are not normally distributed, which also indicates the use of non-parametric tests. A 
statistical significance level of 0.05 was used in line with similar research evaluating 
the use of PT programmes with parents with LD (for example, McGaw et a l, 2002) 
and other mixed methods research (for example, Aldridge et al., 1999). There is a 
history of discussion regarding the use of statistical analysis in single case designs and 
the distinction is often made between clinical significance (when an intervention has 
produced substantial effects, such as a person being able to function adequately in 
some area) and statistical significance (the unlikeliness that a result is due to chance 
factors) and this will influence the type of analysis used (Robson, 2002). The 
conclusions that can be drawn regarding significance in this research and the 
advantages and disadvantages of the different data analysis used are considered 
further in the discussion section.
1. Mother-Child Interaction Data (from Video Observations)
Increases in the frequency of the video codes meant that more codes were observed 
(and therefore more occurrences of a particular behaviour or affect during the 
interaction) and a decrease meant that fewer codes were observed (and therefore fewer 
occurrences of a particular behaviour or affect during the interaction). In the context 
of the aims of the parenting programme, the desired directional changes were to have 
increases in positive affect, cognitive development, positive play, positive control and 
seeking information/help codes and decreases in negative affect and control codes.
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Maternai Codes in Unstructured Time
Table 3 shows the descriptive statistics (mean frequencies with standard deviations in 
parenthesis) and results from the Friedman tests for the six maternal coding groups in 
unstructured time at baseline, post-intervention and follow-up. The positive control 
coding group was not analysed due to the very low occurrences or non-occurrence of 
codes over the time points.
Table 3 -  Descriptive Statistics and Friedman Test Results for Maternal Coding 
Groups in Unstructured Time
Mean
Baseline
Frequency
Mean Post-
Intervention
Frequency
Mean
Follow-Up
Frequency
df Significance
Positive
Affect
13.67
(8.595)
3233
(23.628)
26.00
(18.687)
6.348 2 p = 0.042 (sig, 
p < 0.05)
Negative
Affect
16.50
(18.328)
13.67
(18.938)
11.67
(16.232)
3.333 2 p = 0.189 
(ns)
Cognitive
Develop­
ment
7.50
(9.524)
17.17
(11.720)
14.50
(10.035)
10.182 2 p = 0.006(sig, 
p < 0.05)
Positive
Play
10.00
(7.950)
13.17
(10.128)
10.50
(6.535)
2.455 2 p = 0.293 
(ns)
Control 43.00
(29.353)
35.67
(26.778)
37.67
(26.387)
4.095 2 p = 0.129 
(ns)
Seeking
Informat­
ion/Help
14.33
(9.913)
24.50
(9.731)
21.67
(9.953)
11.565 2 p = 0.003 (sig, 
p<0.05)
Friedman tests indicated that frequencies were significantly different across the three 
time points for the Positive Affect, Cognitive Development and Seeking 
Information/Help coding groups. Wilcoxon tests were therefore carried out to assess 
for differences between the time points for these three coding groups.
Wilcoxon Matched-Pairs Signed Ranks Tests indicated that there was a significant 
increase in maternal positive affect frequencies from baseline to post-intervention (z 
(6) = -1.992, p < 0.05, 2 tailed test) and a significant increase in maternal positive 
affect frequencies from baseline to follow-up (z (6) = -1.992, p < 0.05, 2 tailed test). 
There was a significant decrease in maternal positive affect frequencies from post­
intervention to follow-up (z (6) = -2.032, p < 0.05,2 tailed test).
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Wilcoxon Matched-Pairs Signed Ranks Tests indicated that there was a significant 
increase in maternal cognitive development frequencies from baseline to post­
intervention (z (6) = -2.207, p < 0.05,2 tailed test) and from baseline to follow-up (z 
(6) = -2.207, p < 0.05,2 tailed test). There was not a significant difference between 
the maternal cognitive development frequencies from post-intervention to follow-up 
(z (6) = -1.461, p = 0.144, 2 tailed test).
Wilcoxon Matched-Pairs Signed Ranks Tests indicated that there was a significant 
increase in maternal seeking information/help group frequencies from baseline to 
post-intervention (z (6) = -2.207, p < 0.05, 2 tailed test) and from baseline to follow- 
up (z (6) = -2.207, p <0.05, 2-tailed test). There was a significant decrease in maternal 
seeking information/help group frequencies from post-intervention to follow-up (z (6) 
= -2.041, p <0.05,2 tailed test).
Wilcoxon Matched-Pairs Signed Ranks Tests were not completed for the maternal 
negative affect, positive play and control frequencies as the Friedman tests indicated 
that these frequencies were not significantly different across the three time points.
Child Codes in Unstructured Time
Table 4 shows the descriptive statistics (mean frequencies with standard deviations in 
parenthesis) and results from the Friedman tests for the six child coding groups in 
unstructured time at baseline, post-intervention and follow-up.
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Table 4 -  Descriptive Statistics and Friedman Test Results for Child Coding 
Groups in Unstructured Time
Mean
Baseline
Frequency
Mean Post-
Intervention
Frequency
Mean
Follow-Up
Frequency
%* Df Significance
Positive
Affect
8.17
(7.548)
13.50
(5.128)
10.83
(3.488)
1.652 2 p = 0.438 (ns)
Negative
Affect
18.50
(18.415)
11.83
(11.686)
11.83
(12.906)
.737 2 p = 0.692 (ns)
Positive
Play
13.17
(12.336)
17.67
(12.011)
15.50
(11.811)
3.217 2 p = 0.2
(ns)
Control 30.50
(23.856)
27.67
(19.997)
28.67
(18.381)
1.652 2 p = 0.438 (ns)
Positive
Control
(CC)
8.17
(5.565)
10.50
(8.337)
10.00
(7.403)
2.000 2 p = 0.368 
(ns)
Seeking
Informat­
ion/
Help
17.50
(19.336)
21.67
(17.614)
21.50
(19.316)
2.842 2 p = 0.241 
(ns)
Friedman tests indicated that the frequencies on all coding groups were not 
significantly different across the three time points. As there were no significant results 
on the Friedman tests, no Wilcoxon tests were undertaken.
Maternal Codes in Standardised Tasks
Table 5 shows the descriptive statistics (mean frequencies with standard deviations in 
parenthesis) and results from the Friedman tests for the six maternal coding groups 
using standardised tasks at baseline, post-intervention and follow-up.
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Table 5 -  Descriptive Statistics and Friedman Test Results for Maternai Coding 
Groups Using Standardised Tasks
Mean
Baseline
Frequency
Mean Post-
Intervention
Frequency
Mean
Follow-Up
Frequency
%= Df Significance
Positive
Affect
12.83
(8.750)
26.50
(20.773)
22.17
(15.355)
7.913 2 p = 0.019 (sig, 
p < 0.05)
Negative
Affect
8.67
(14.787)
8.17
(11.321)
10.33
(15.002)
.947 2 p = 0.623 
(ns)
Cognitive
Develop­
ment
38.33
(20.156)
48.67
(27.883)
44.83
(24.588)
3.739 2 p = 0.154 
(ns)
Positive
Play
9.00
(6.603)
11.83
(7.083)
10.83
(8.612)
5.200 2 p = 0.074 
(ns)
Control 30.83
(14.689)
30.17
(16.290)
32.33
(17.535)
333 2 p = 0.846 
(ns)
Seeking
Informat­
ion/Help
23.83
(12.287)
28.17
(12.172)
28.00
(14.505)
6.909 2 p = 0.032 (sig, 
p < 0.05)
Friedman tests indicated that frequencies were significantly different across the three 
time points for the Positive Affect and Seeking Information/Help coding groups. 
Wilcoxon tests were therefore carried out to assess for differences between the time 
points for these two coding groups.
Wilcoxon Matched-Pairs Signed Ranks Tests indicated that there was a significant 
increase in the maternal positive affect frequencies from baseline to post-intervention 
(z (6) = -2.201, p<0.05,2-tailed test) and from baseline to follow-up (z (6) = -1.992, p 
< 0.05,2-tailed test). There was not a significant difference in the maternal positive 
affect frequencies from post-intervention to follow-up (z (6) = -1.483, p = 0.138,2- 
tailed test).
Wilcoxon Matched-Pairs Signed Ranks Tests indicated that there was a significant 
increase in the maternal seeking information/help group frequencies from baseline to 
post-intervention (z (6) = -1.992, p < 0.05,2-tailed test) and from baseline to follow- 
up (z (6) = -2.207, p <0.05,2-tailed test). There was not a significant difference
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between the maternal seeking information/help group frequencies from post­
intervention to follow-up (z (6) = -.368, p = 0.713, 2-tailed test).
Wilcoxon Matched-Pairs Signed Ranks Tests were not completed for the maternal 
negative affect, cognitive development, positive play and control frequencies as the 
Friedman tests indicated that these frequencies were not significantly different across 
the three time points.
Child Codes in Standardized Tasks
Table 6 shows the descriptive statistics (mean frequencies with standard deviations in 
parenthesis) and results from the Friedman tests for the six child coding groups using 
standardised tasks at baseline, post-intervention and follow-up.
Table 6 -  Descriptive Statistics and Friedman Test Results for Child Coding 
Groups Using Standardised Tasks
Mean
Baseline
Frequency
Mean Post-
Intervention
Frequency
Mean
Follow-Up
Frequency
Df Significance
Positive
Affect
9.67
(3.933)
13.50
(5.244)
12.33
(4.179)
1.727 2 p = 0.422 
(ns)
Negative
Affect
7.83
(10.265)
9.67
(11.690)
10.00
(12.264)
3.524 2 p = 0.172
(ns)
Positive
Play
18.67
(13.589)
24.00
(11.866)
21.33
(12.160)
1.333 2 p = 0.513 
(ns)
Control 26.33
(19.957)
27.33
(25.089)
30.33
(23.261)
3.000 2 p = 0.223 
(ns)
Positive
Control
(CC)
8.00
(6.419)
9.00
(4.195)
9.17
(3.488)
0.609 2 p = 0.738 
(ns)
Seeking
Informat­
ion/Help
15.00
(16.273)
16.67
(15.718)
16.33
(12.832)
1.600 2 p = 0.449 
(ns)
Friedman tests indicated that the frequencies on all coding groups were not 
significantly different across the three time points. As there were no significant results 
on the Friedman tests, no Wilcoxon tests were undertaken.
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2. Behaviour Screening Questionnaire (BSO)
Table 7 shows the descriptive statistics (mean frequencies with standard deviations in 
parenthesis) and results from the Friedman tests for the Total Scores on the BSQ at 
baseline, post-intervention and follow-up.
Table 7 -  Descriptive Statistics and Friedman Test Result for the BSQ Total 
Scores
Mean
Baseline
Score
Mean Post- 
Intervention 
Score
Mean 
Follow- 
Up Score
%= Df Significance
8.17
(2.041)
6.67
(2.160)
533
C1582)
8.273 2 p = 0.016(sig,
p<0.05)
A Friedman test indicated that the BSQ Total scores were significantly different 
across the three time points (%%(2, N = 6) = 8.273, p < 0.05). Three Wilcoxon tests 
were therefore carried out to assess differences between the time points. Wilcoxon 
Matched-Pairs Signed Ranks Tests indicated that there was not a significant difference 
between the BSQ Total Scores at baseline and BSQ Total Scores at post intervention 
(z (6) = -1.725, p = 0.084, 2-tailed test). There was a significant decrease between the 
BSQ Total Scores at Baseline and the BSQ Total Scores at Follow-Up (z (6) = -2.032, 
p < 0.05, 2-tailed test) and from the BSQ Total Scores at Post-Intervention and the 
BSQ Total Scores at Follow-Up (z (6) = -2.060, p <0.05, 2-tailed test).
3. Parenting Stress Index (PSD
Table 8 shows the descriptive statistics (mean frequencies with standard deviations in 
parenthesis) and results from the Friedman tests for the Total Stress Scores on the PSI 
at baseline, post-intervention and follow-up.
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Table 8 -  Descriptive Statistics and Friedman Test Result for the Total Stress 
Score on the PSI
Mean
Baseline
Score
Mean Post- 
Intervention 
Score
Mean
Follow-Up
Score
%* Df Significance
301.17
(20.134)
280.17
(14.634)
272.33
(21.332)
9.000 2 p = 0.011(sig, 
p < 0.05)
A Friedman test indicated that the PSI Total scores were significantly different across 
the three time points (%z(2, N = 6) = 9.000, p < 0.05). Three Wilcoxon tests were 
therefore carried out to assess differences between the time points. Wilcoxon 
Matched-Pairs Signed Ranks Tests indicated that there was a significant decrease 
from the PSI Total Stress Scores at baseline to the PSI Total Stress Scores at post­
intervention (z (6) = -2.201, p < 0.05, 2-tailed test) and from the PSI Total Scores at 
baseline to the PSI Total Scores at follow-up (z (6), = -2.201, p < 0.05, 2-tailed test). 
There was not a significant difference between the PSI Total Stress Scores at post­
intervention and the PSI Total Scores at follow-up (z (6), = -.954, p = 0.340, 2-tailed 
test).
Table 9 shows the descriptive statistics (mean frequencies with standard deviations in 
parenthesis) and results from the Friedman tests for the Child Domain Scores on the 
PSI at baseline, post-intervention and follow-up.
Table 9 - Descriptive Statistics for the Child Domain Score on the PSI
Mean
Baseline
Score
Mean Post- 
Intervention 
Score
Mean 
Follow- 
Up Score
Df Significance
133.17
(9.621)
122.50
(11.537)
118.00
(12.116)
10.333 2 p = 0.006(sig,
p<0.05)
A Friedman test indicated that the PSI Child Domain Scores were significantly 
different across the three time points (%^(2, N = 6) = 10.333, p <0.05). Three 
Wilcoxon tests were therefore carried out to assess differences between the time
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points. Wilcoxon Matched-Pairs Signed Ranks Tests indicated that there was a 
significant decrease between the PSI Child Domain Scores at baseline and the PSI 
Child Domain Scores at post intervention (z (6) = -2.207, p < 0.05, 2-tailed test) and 
from the PSI Total Scores at baseline to the PSI Total Scores at follow-up (z (6) = - 
2.207, p < 0.05,2-tailed test). There was not a significant difference between the PSI 
Child Domain Scores at post-intervention and the PSI Child Domain Scores at follow- 
up (z (6) = -1.572, p = 0.116,2-tailed test).
Table 10 shows the descriptive statistics (mean frequencies with standard deviations 
in parenthesis) and results from the Friedman tests for the Parent Domain Scores on 
the PSI at baseline, post-intervention and follow-up.
Table 10 - Descriptive Statistics for the Parent Domain Score on the PSI
Mean
Baseline
Score
Mean Post- 
Intervention 
Score
Mean 
Follow- 
Up Score
%= Df Significance
168.00
(14.900)
157.67
(6.802)
154.33
(13.574)
4.333 2 p = 0.115 
(ns)
A Friedman test indicated that the PSI Parent Domain Scores were not significantly 
different across the three time points (%^(2, N = 6) = 4.333, p = 0.115). As there was 
not a significant result on the Friedman test, no Wilcoxon tests were undertaken.
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3. Qualitative Results Summarised Across the Two Families
The transcripts of the process notes, taken by the researcher, of the mother-child 
interaction during unstructured interaction time were analysed and a number of major 
themes identified. Most major themes consisted of several sub-themes. Table 11 
indicates the major themes, sub-themes and the families who had each theme.
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Table 11: Major Themes and Sub-Themes for Family One and Family Six
Major Theme and Sub-Themes Participants with Theme
Positive Affect
- Non-verbal interaction from the 
mother
- Non-verbal interaction from the 
child
- Verbal interaction from the 
mother
- Verbal interaction from the child
Family 1, family 6 
Family 1, family 6 
Family 1, family 6 
Family 1, family 6
Negative Affect
- Non-verbal interaction from the 
mother
- Non-verbal interaction from the 
child
- Verbal interaction from the 
mother
- Verbal interaction from the child
Family 1, family 6 
Family 1, family 6 
Family 1
Family 1, family 6
Maternal Roles
- Caretaking activities
- Information giving and teaching
- Facilitating activities or helping
- Implementing appropriate 
strategies for positive control
Family 1
Family 1, family 6 
Family 1, family 6 
Family 1, family 6
Interaction Styles and Processes
- Independent interaction
- Parallel interaction
- Joint interaction and play
- Conflicting agendas
- Escalation of negative affect
- Extension of positive affect
Family 6 
Family 6
Family 1, family 6 
Family 1, family 6 
Family 1, family 6 
Family 1, family 6
Impact of Video Camera and 
Researcher
- Awareness of the presence of the 
video camera and researcher
- Possible change in behaviour due 
to the presence of the video 
camera and researcher
Family 1, family 6 
Family 1, family 6
Relationships
- Roles and input from significant 
others
Family 1
Attributions Made by the Researcher Family 1, family 6
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The major themes and sub-themes are described below with quotes from the 
transcripts as examples to illustrate them.
Major Theme 1 -  Positive Affect
This major theme explores the positive affect that occurred in the mother-child 
interaction. These could be observed from both the mother and child and could be 
seen within both non-verbal and verbal behaviours as clarified in the sub-themes.
Sub-theme a) -  Non-verbal interaction from the mother
This theme encompasses non-verbal positive affect exhibited by the mother in the 
interaction. Common non-verbal positive affect behaviours from the mother included 
affectionate touch, giving comfort and smiling.
Mum strokes the hair from Carol’s face (family 1)
Mum pulls her up on to her lap and they have a big hug (family 1)
Mum continues to look at Anna and smiles at what she is doing (family 6)
She puts her hands over Anna’s and gently shakes it as if  trying to get her attention (family 6)
Sub- theme b) -  Non-verbal interaction from the child 
This theme describes the non-verbal positive affect shown by the child in the 
interaction. Common non-verbal positive affect behaviours from the child included 
smiling, affectionate touch, seeking comfort and eye contact.
Carol comes back and goes over to mum, puts her arms around her neck and hugs her 
(family 1)
Anna initiates nice eye contact with mum when doing this (family 6)
Sub-theme c) -  Verbal interaction from the mother
This theme encompasses verbal positive affect displayed by the mother in the 
interaction. Common verbal positive affect from the mother included positive tone of 
voice and use of praise.
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Mum smiles and says “oh dear” in a joking voice (family 1)
Mum says “good girl, well done, good” in a really positive tone o f voice (family 6)
Sub-theme d) -  Verbal interaction from the child
This theme describes verbal positive affect shown by the child in the interaction. 
Common verbal positive affect from the child included positive tone and laughing.
Carol then begins to smile and laugh (family 1)
She makes some verbalisations that sound like “na, na, na” in a singsong voice (family 6) 
Major Theme 2 - Negative Affect
This major theme explores the negative affect that occurred in the mother-child 
interaction. These could be observed from both the mother and child and could be 
seen within both non-verbal and verbal interaction as clarified in the sub-themes.
Sub-theme a) - Non-verbal interaction from the mother
This theme encompasses non-verbal negative affect exhibited by the mother in the 
interaction. Common non-verbal negative affect behaviours seen from the mother 
included negative physical gesture or intervention and ignoring appropriate behaviour, 
such as requests (not used as an appropriate behaviour management strategy in regards 
to inappropriate behaviour).
Carol wanders away and mum grabs her by her arm and pulls her sharply back towards her 
(family 1)
Anna tries to pour water into a container mum is holding but cannot reach, mum does not help 
her with this (family 6)
Sub-theme b) - Non-verbal interaction from the child
This theme describes non-verbal negative affect shown by the child in the interaction. 
Common non-verbal negative affect behaviour seen from the child included negative 
physical gesture and deliberate ignoring or non-compliance of maternal interaction.
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Carol begins to scream and kicks her legs up and down and pushes her mother’s hand holding 
the cup away (family 1)
Carol lifts her hand and brings it down sharply as if  to smack mum on the leg (family 1)
Mum instructs “sit on there” and pats a seat. Carol makes noises and does not sit down 
(family 1)
She asks her “what kind o f sauce Anna?”. Anna does not respond (family 6)
Sub-theme c) - Verbal interaction from the mother
This theme encompasses verbal negative affect displayed by the mother in the 
interaction. Common verbal negative affect from the mother included shouting, 
making verbal threats, negative tone of voice, dismissal and blame.
Mum says her name sternly and then in a threatening voice “I’ll give you three” (family 1)
She responds to Carol’s screams with “I don’t care” (family 1)
Mum responds “if  you hadn’t struggled in the first place, I would have got it 
done” (family 1)
Mum raises her voice and shouts at her “stand up” (family 1)
Sub-theme d) - Verbal interaction from the child
This theme describes verbal negative affect shown by the child in the interaction. 
Common verbal negative affect from the child included whining, crying and 
screaming and verbal non-compliance or disobedience.
Carol makes a whining noise and cries (family 1)
.... and in response Carol screams loudly (family 1)
She asks “can I have a cup o f tea with it?”. Anna says “no” quite definitely and smiles 
(family 6)
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Major Theme 3 — Maternai Roles
This major theme describes different roles the mothers undertook during the 
interaction.
Sub-theme a) - Caretaking activities
This theme includes the mother undertaking activities that attended to the physical 
well-being of their child, such as giving them food and drink, dressing them and 
making sure they did not come to any physical harm.
The mother is getting Carol changed in to her pyjamas (family 1)
Mum quickly grabs her to prevent her falling backwards from her lap onto the floor (family 1) 
Mum hands Carol her cup (family 1)
Sub-theme b) -  Information giving and teaching
This theme includes the mother giving their child information, explanations, or 
explicitly teaching or encouraging their child to learn new skills.
Carol is pressing buttons on the toy and mum says “you say it” to encourage her to imitate the 
toy (family 1)
Mum says “you’re not having a bottle no more, you’re having a cup” (family 1)
Anna struggles to hang up a saucepan on the cooker and mum takes it from her and turns it 
over saying “it hasn’t got a hook” (family 6)
Sub-theme c) -  Facilitating activities or helping
This theme refers to the mother verbally or non-verbally assisting the progress of their 
child’s activities by a variety of means including, suggesting a new activity, 
suggesting a new idea to extend the current play activity, offering to help or actually 
helping with physical assistance or complying with the child’s requests.
Mum helps Carol to get off the horse [rocking horse] and she moves it out o f the way 
(family 1)
She [mum] presses buttons so the toy makes a noise (family 1)
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Mum moves some things out o f her way to make more room and says “there you are”
(family 6)
Anna moves things around on top o f the cooker saying “move out o f the way” and a few bits 
fall off. Mum tries to help her by moving plates around the other side (family 6)
Arma asks “where’s the sugar gone?”, mum says “let’s find the sugar.” Mum hands her a pot 
and says, “there we are, the sugar basin” (family 6)
Mum suggests “laying the table out” (family 6)
Sub-theme d) - Implementing appropriate strategies for positive control 
This theme includes the mother using strategies taught in the parenting programme to 
help manage their child’s behaviour and maintain positive control, for example, 
distraction, ignoring inappropriate behaviour, giving short, clear instructions, limit or 
boundary setting for a particular behaviour and positive reinforcement for a desired 
behaviour.
She picks Carol up on her lap again and points out a rocking horse in the room “look, rocking 
horse” as if  to distract her (family 1)
Carol continues to scream loudly, mum ignores this and sits there holding the cup (family 1)
Mum says “where shall we put the tomato?”and praises Anna when she puts it on a plate. She 
says “that’s the way” ... (family 6)
Major Theme 4 -  Interaction Styles and Processes
This major theme explores the different interaction styles and processes that occur in 
the joint interaction between the mother and child, both positive and negative and how 
the individual behaviour of either the mother or child influenced the behaviour of the 
other and consequently the overall interaction.
Sub-theme a) -  Independent interaction
This theme describes the child playing alone, without the mother’s involvement or the 
mother doing an activity alone, without the child’s involvement and there is no verbal 
or non-verbal interaction between mother and child.
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Anna is focused on the cooker and mum is not looking towards her but staring across the room 
(family 6)
Sub-theme b) -  Parallel interaction
This theme describes the mother and child playing alongside each other but there is no 
verbal or non-verbal interaction between them.
Anna and mum remain standing next to each other both pouring water (family 6)
Anna does some brief pouring water, mum is also doing some but does not appear interested in 
this and is looking across the room (family 6)
Sub-theme -  c) Joint interaction and play
This theme describes the mother and child talking about, paying attention to or being 
engaged in the same joint activity with verbal or non-verbal interaction between them.
She pulls the rocking horse over and they both look at it. Carol gets down from her mum’s lap 
and gets on it. Mum pulls and pushes her on it (family 1)
They both look at something under the hood o f the cooker (family 6)
Mum takes the kettle from her and pretends to pour it into a cup Anna is holding. Anna holds 
out another cup towards mum and mum pretends to pour the kettle into this also (family 6)
Sub-theme d) - Conflicting agendas
This theme includes interaction in which the mother and child appear to have 
conflicting agendas and not share a common goal, therefore creating difficulties in the 
interaction.
Carol begins to wriggle and makes noises that sound like giggling. It appears she thinks it is a 
game. Mum responds with “no” and begins to put her pyjamas on roughly (family 1)
Anna is hanging utensils on a hook and mum hands her a saucepan and says “potato on”. Anna 
says no and places it down on the cooker (family 6)
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Sub-theme e) - Escalation o f  negative affect
This theme includes the process by which the mother or child displays negative affect 
behaviours (as described in the negative affect theme above) and this appears to 
produce a negative response in the other, which escalates to create a negative joint 
interaction.
Mum shouts “take it”. Carol continues screaming. Mum grabs her by the arm and puts her in 
the chair. Carol continues to scream (family 1).
Anna shows some interest in toy bricks and mum tries to engage her in playing with these but 
Anna makes no response to mum and does not look towards her and mum appears to give up 
and sits nearby staring across the room. Anna appears unsure what to do and wanders about 
looking at things (family 6).
Sub-theme f)  - Extension o f  positive affect
This theme includes the process by which the mother or child displays positive affect 
(as described in the positive affect theme above) and this appears to produce a positive 
response in the other, thereby creating a positive joint interaction.
Mum continues to instruct her to drink her drink but then picks Carol up and puts her onto her 
lap and they have a cuddle. Carol stops crying (family 1)
She uses the kettle pretending to pour into cups on the table. Mum is looking across the room 
and pays no attention to this until Anna gets physically close next to her. Mum takes the kettle 
from her and pretends to pour the kettle into this also (family 6).
Major Theme 5 - Impact of Video Camera and Researcher
This major theme explores the impact the video camera and researcher may have had 
on the mother-child interaction that was observed.
Sub-theme a) -  Awareness o f  the presence o f  the video camera and researcher 
This theme refers to the awareness participants appeared to show regarding the 
presence of the video camera and researcher as indicated through their behaviour.
Mum begins to become more frustrated and looks at the camera and me (family 1)
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Anna cornes over to the video camera and shows some interest in this (family 6)
Sub-theme b) -  Possible change in behaviour due to the presence o f  the video camera 
and researcher
This theme builds on the previous sub-theme and suggests that the participants’ 
awareness of the video camera and being observed by the researcher led to some 
changes in their behaviour and interaction. These themes are based on attributions 
made by the researcher in the process notes and are therefore subjective and 
interpretative.
When Carol does not co-operate she says “do you want a smack?” and then looks directly at 
me and the camera. Then in a more subdued tone she says “come on and do as you are told” 
(family 1)
Anna is out o f  the room for a few minutes and mum does not make any attempts to get her 
back in or to find out what she is doing. She looks at me as if  to ask what to do (family 6)
Mai or Theme 6 - Relationships
This major theme looks at the roles and input other people who were present at the 
time of the observation had in the interaction.
Sub-theme a) - Roles and input from significant others
This theme looks at the roles and input significant others for the family who were 
present at the time of the observation had. These may have impacted on the interaction 
observed. They may also give some insight into the relationships and some of the 
interaction that occurs outside the observation and the type of support the family 
received from these relationships.
When Carol does not lie down she shouts at her “lay down” and repeats this again in a 
negative tone. Maternal grandfather says “lay down” jokingly (family 1)
Maternal grandfather says there is someone at the door and asks mum to get it. She obliges and 
is out o f the room for a few minutes (family 1)
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Major Theme 7 — Attributions Made by the Researcher
This major theme examines the attributions made by the researcher about internal 
events that might be occurring in the interaction, for example, participant’s emotions, 
thoughts, intentions, expectations or motivation.
Mum looks at her and leans backwards slightly as if  she thinks Carol might hit her (family 1)
Mum seems to think she should be doing something but is unsure what (family 6)
Anna sits down on a chair and looks towards mum as if  looking for her help (family 6)
It feels that mum is making a real effort to follow Anna’s lead, praise, comment on and extend 
her play through suggestions as discussed in the programme. She appears to be trying hard 
(family 6)
Self-Reflective Account -  Part 3
At this stage it is helpful to summarise the researcher’s reflections on possible biases 
that may have influenced the analysis of the results and the context in which the 
results were analysed. The relevant themes that arose from both the self-reflexive 
interviews were:
Theme 9 -Potential Biases in Data Analysis: Therapeutic Relationships with 
Families
One o f the outcomes o f building up relationships with all the families in the study and 
working intensively with them over approximately ten weeks, was that they did not end 
up being a set o f data but remained real people and this may have impacted on the 
analysis o f  the data. When I  was analysing the data I  could not forget who each family 
was and information I  knew about them. This created a different context fo r the data 
analysis as I  was not just thinking about numerical values and frequencies but I  was 
also thinking about real people, with histories, whom I  had some type o f  therapeutic 
relationship with. It may also be important to note that I  had differing relationships 
with the different families, and some were easier relationships than others. I  was also
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aware o f  the context the data had been gained in, for example, I  knew i f  it had been a 
good or bad day for the family when evaluation took place and other circumstances 
that may have influenced the results. This is a different context to someone analysing 
the data ‘blind' to any knowledge or contact with the family. Whilst this was likely to 
have an effect at some level, I  was unsure i f  this would be positive or negative. Whilst 
I  was aware o f  potential biases, I  also acknowledged how difficult it would be to 
change these.
Theme 1 0 -  The Researcher versus the Clinician (Part 3)
The above theme illustrates again some potential role conflict between being the 
researcher and being the clinician. However, the data analysis created the 
opportunity for the clinician and researcher roles to begin to merge in a beneficial 
way. My clinical knowledge from my therapeutic relationships with families was able 
to be used to suggest possible interpretations and explanations for the quantitative 
data, put it into a clinical context and gain a wider perspective on the results found.
Theme 11 -  The Context of Data Analysis: Investment
By the time I  analysed the data I  had put so much work into the research and invested 
huge amounts o f  time and effort in terms o f recruitment, data collection and 
administering the PTprogramme. This may have created additional bias in 
interpretation o f  the data in comparison to someone who had no previous investment 
in the research, for example, various aspects o f the mother-child interaction may have 
been viewed in a more positive manner or seen as support for change in the context o f  
the PT programme. It is possible that there could have been an unconscious drive for  
the research to appear successful and in doing so validate my prior physical, 
cognitive and emotional investment in it.
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DISCUSSION 
Discussion of Parent-Child Interaction Results: Group Data
Mother Codes
It can be hypothesised that there were significant changes in positive affect in both 
unstructured time and standardised tasks because the behaviours being measured in 
this coding group (for example, smiling, physical affection and praise) were easier to 
‘teach’ than other more abstract behaviours. These behaviours tended to be overt, 
possibly more concrete and therefore could be modelled more easily and be more 
identifiable on the video tapes or as being used by the researcher. They may be easier 
concepts to grasp and possibly easier to remember. Furthermore, all families tended to 
show low levels of these behaviours at baseline and therefore there was scope for 
improvement and for increases in frequencies of these codes occurring. This finding is 
consistent with other studies, which also found low levels of praise for most mothers 
with LD. For example, Tymchuk and Andron (1992) found that only one of nine 
mothers in their study demonstrated any substantial praise at baseline. In unstructured 
time there was a significant decrease in these codes from post-intervention to follow- 
up whilst in standardised tasks there was not a significant difference between the 
codes between post-intervention and follow-up. This was in comparison to significant 
differences from baseline to post-intervention and baseline to follow-up in both 
conditions. Therefore these results suggest that despite initial positive changes these 
gains were not maintained at this level over longer periods of time, although it is 
important to note that there was still a significant increase from baseline to follow-up 
even thought this was not the case from post-intervention to follow-up. The question 
remains how long will these gains persist if after one month there are already signs of 
these gains diminishing? Longer-term follow-up measures would be needed to assess 
this in more detail.
There were significant changes in maternal cognitive development codes in 
unstructured time but not in standardised time. The frequencies of individual codes 
show that there were up to five times higher levels of maternal cognitive development 
codes in standardised tasks at baseline compared to unstructured time. This appears to 
be due to the mother being provided with materials, such as a book and toys, that were
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new to both mother and child, which encouraged mothers to increase their verbal 
interaction with their child in terms of offering explanations, elaborations and 
teaching, for example, labelling, which they were not doing in the unstructured time. 
The frequencies of child questions were also higher in the standardised tasks 
compared to the unstructured time and therefore maternal verbalisations may have 
also been higher in line with this. The higher levels of cognitive development codes in 
standardised tasks may have made it more difficult for increases to be made, as these 
behaviours appeared to be already occurring. However, the lower levels in 
unstructured time gave scope for improvement and as the mothers already had the 
skills, the task was helping them transfer them across situations and generalise these 
behaviours which the results appeared to indicate did occur to some extent.
As with the positive affect codes, gains did not appear to be maintained. Although 
there were significant increases from baseline to post-intervention and baseline to 
follow-up there were no significant differences from post-intervention to follow-up.
There were significant differences in the frequencies of the maternal seeking 
information/help codes across both unstructured time and standardised tasks. The 
parenting programme itself did not focus on the codes in this group (questions and 
requests) specifically and therefore these changes would appear to be incidental or a 
by-product of some of the other changes that the programme focused more 
specifically on. A number of alternative explanations can be suggested. Firstly, it is 
hypothesised that throughout the time of the research project, as the mothers became 
familiar with the researcher, they became more verbal and confident in the 
researcher’s presence which influenced the increases in frequencies of codes both 
within the cognitive development and seeking information/help groups. This may 
imply that the parenting programme needed a longer ‘induction’ period so that the 
mother became as comfortable as possible in the presence of the researcher and the 
results were a true reflection of her abilities that may have otherwise been inhibited in 
the researcher’s presence. Secondly, mothers may have become more confident in 
their role and abilities as a mother, which was reflected in increases in verbalisations. 
Thirdly, it is possible that more collaborative play developed between mother and 
child and the mothers became less passive with their children and there was more of a
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focus on their child and what they were doing which was reflected in increases in the 
seeking information/help coding group.
It may also be helpful to consider the effect that being videotaped may have had on 
these codes. For example, mothers may have felt like they had to say things when they 
were being videotaped as there was lots of focus on them. The increases in these codes 
were again not maintained at follow-up. There was a significant decrease from post­
intervention to follow-up in unstructured time and no significant differences from 
post-intervention to follow-up for standardised tasks.
The parenting programme appeared to have no effect on maternal negative affect, 
maternal positive play or maternal control codes in either unstructured time or 
standardised tasks. These coding groups all appeared to have low baseline frequencies 
in general. There were few incidents in which the children were being difficult and 
therefore few incidents in which negative affect or control behaviours may have been 
used in relation to this. When there were incidents of difficult behaviour (for example, 
for family 1) this is when control and negative affect codes tended to occur. Control 
codes remained at fairly high levels in this context. It can be hypothesised that it was 
difficult to ‘teach’ the mothers different ways of reacting to their children, as this was 
an ingrained pattern of responding. The mother in family 3 had particularly high levels 
of control and this appeared to influence the high levels across the group data.
Mothers in families 5 and 6 showed very low levels, whilst the other mothers tended 
to show it in relation to specific behaviours from the child. Looking at the individual 
codes in the control coding group, there tended to be high levels of ‘instructions’ but 
lower levels for other codes. The frequencies for the code ‘order’ appeared to decline 
for those mothers who were using it, which suggests that mothers were being less 
commanding.
The control codes are related to the negative affect codes, which also did not show 
significant changes. Low levels of negative affect tended to remain throughout the 
three time points. There also tended to be fairly low levels of positive play codes 
throughout the three time points, which was different to positive affect. It is 
hypothesised that these behaviours may be more abstract and therefore more difficult
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to ‘teach’ and ‘model’. They may be harder to identify on the videos and to model.
For example, it is unethical to model negative affect with the child. One solution may 
be to use more role-play with the mother when discussing these behaviours. ‘Orders’ 
may have been easier to identify on the video compared to ‘instructions’ and therefore 
this may have been why they tended to reduce. Furthermore, instructions are always 
needed and therefore trying to teach when they may not be needed may be more 
difficult, as it was not aimed to reduce them completely. Some mothers may not have 
wanted to admit that they used negative affect and therefore they may have found this 
part of the parenting programme harder to relate to. It may have been seen as not 
relevant to them.
Child Codes
There were no significant changes for the child codes on the parent-child interaction 
observations. However, the child was not the direct focus of the PT programme and 
therefore any changes would have been as an indirect result of changes in the mother’s 
behaviour or as a result of child development. Furthermore, none of the children were 
presenting with significant behavioural problems at baseline (according to the BSQ) 
and therefore changes in their behaviour may not have been expected.
BSQ
The BSQ is a measure of child behaviour. The BSQ Total scores were significantly 
different across the three time points. More specifically, there was a significant 
decrease between the Total scores at baseline and follow-up and post-intervention and 
follow-up. There was not a significant difference between the Total scores at baseline 
and post-intervention.
Five families showed a reduction in their total score on the BSQ from baseline to post­
intervention. One family showed an increase in their total score from baseline to post­
intervention. Five families showed a decrease in their total score on the BSQ from 
post-intervention to follow-up. One family’s total score on the BSQ stayed the same 
from post-intervention to follow-up. Five families showed a decrease in their total 
score on the BSQ from baseline to follow-up. One family’s total score on the BSQ 
stayed the same from baseline to follow-up.
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Discussion of the BSQ Results
The changes shown on the BSQ, are in contrast to the lack of significant changes 
identified on the videos of parent-child interaction. There is a difference in the 
behaviours focused on in the parent-child interaction measures and the BSQ. The BSQ 
has more of a developmental focus and includes questions on areas such as sleep, 
eating and toileting. Therefore significant changes on the BSQ may reflect changes in 
the child’s development. However, without a control group it is difficult to identify 
with any certainty whether changes in the BSQ may reflect developmental changes 
that would occur normally over time or changes that can be attributed to the parenting 
programme. However, the length of time from baseline to follow-up was generally 12 
weeks, which is a short period of time in which to expect developmental changes. The 
lack of change between baseline and post-intervention and significant decreases from 
baseline to follow-up and post-intervention to follow-up would appear to fit with this 
developmental hypothesis.
The BSQ may have been measuring parental perceptions of child behaviour rather 
than child behaviour specifically. Therefore the changes may be reflecting positive 
changes in parental perceptions of their child’s behaviour related to the parenting 
programme. None of the children had significant behaviour problems according to the 
BSQ and therefore few significant changes may be expected based on this. The video 
data appears to validate this as there were few child behavioural problems observed in 
the parent-child interaction measures. Looking at individual areas on the BSQ, 4 out 
of 6 mothers rated improvements in attention seeking and concentration, which could 
be expected if focusing on play in the parenting programme.
It is also important to consider the effects of the questionnaire data, for example, 
social desirability and the possible difficulties in reporting problems when being asked 
direct questions by the researcher (the questionnaires were not completed by pen and 
paper).
PSI
The PSI Total Stress Scores were significantly different across the time points. More 
specifically, there was a significant decrease from the PSI Total stress scores at
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baseline to post-intervention and baseline to follow-up. There was not a significant 
difference between the Total stress scores at post-intervention and follow-up. The 
Child Domain scores were significantly difference across the three time points. There 
was a significant decrease between the Child Domain scores at baseline and post­
intervention and baseline and follow-up. There was not a significant difference 
between the Child Domain scores at post-intervention and follow-up. There were no 
significant differences for the Parent Domain scores.
Five families showed a reduction in their Total Stress Score on the PSI from baseline 
to post-intervention. One family’s Total Stress Score remained the same. Three 
families showed a decrease in their Total Stress Score from post-intervention to 
follow-up. Three families Total Stress Scores on the PSI remained the same. All six 
families showed a decrease in their Total Stress Score on the PSI from baseline to 
follow-up.
Five families showed a reduction in their Child Domain score on the PSI from 
baseline to post-intervention. One family’s Child Domain score remained the same 
from baseline to post-intervention. Four families showed a decrease in their Child 
Domain score from post-intervention to follow-up. Two families Child Domain scores 
remained the same from post-intervention to follow-up. Five families showed a 
decrease in their Child Domain score on the PSI from baseline to follow-up. One 
family’s Child Domain score on the PSI stayed the same from baseline to follow-up.
Three families showed a reduction in their Parent Domain scores from baseline to 
post-intervention. Three families Parent Domain scores stayed the same from baseline 
to post-intervention. Two families showed a decrease in their Parent Domain scores 
from post-intervention to follow-up. Four families Parent Domain scores stayed the 
same from post-intervention to follow-up. Four families showed a decrease in their 
Parent Domain scores from baseline to follow-up. Two families Parent Domain scores 
stayed the same from baseline to follow-up.
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Discussion of PSI Results
AU families had high levels of stress at baseline and these appeared to continue 
throughout the time of the research. Many of the families were living in difficult 
circumstances or experienced difficult events during the course of the parenting 
programme, for example, the mothers in families 3 & 4 were experiencing marital 
difficulties and both had temporarily moved out of the family home. This is consistent 
with previous research (for example, Feldman et al., 1997). However, there were 
some positive changes on both the Total Stress Score and Child Domain scores but not 
on the Parent Domain score. However, these changes were not maintained from post­
intervention to follow-up although there were significant differences from baseline to 
follow-up. Therefore whether these effects were maintained is unclear.
Evaluation of the Research Design - Methodological Limitations
This study used an exploratory intensive single case study approach designed to 
explore the possible utility of a PT programme with mothers with LD. Due to the 
design of the study it is not possible to state with certainty that any results found are 
due to the PT programme, as there is no comparative control group. It was not 
possible to determine what elements of the PT programme, if any, were important in 
having an effect. All mothers received the same PT programme which contained a 
number of different elements (videotape modelling, videotape feedback from parent- 
child observations, discussion, practice/role play, homework tasks, handouts) as well 
as other general elements such as support and therapist effects.
The mothers in this study were followed up after a period of one month after the post­
intervention measures were taken. This is a short follow-up time, which was mainly 
due to the time constraints of the study and it makes it difficult to determine with more 
certainty whether any changes or gains were maintained in the long term.
The sample in this study was fairly homogeneous. They all came from a White UK 
ethnic background; therefore it is not possible to make any comment about 
experiences of parents with LD from other cultural backgrounds. Very little has been 
written about parents with LD from black and minority ethnic communities and 
therefore little is known about whether they have different experiences or want
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different support from their White British counterparts (Ward & Tarleton, 2007). 
Furthermore, all the participants were mothers with LD. There were no fathers in the 
sample. It may be that in most families with parents with LD, mothers take on the 
primary caregiver role for their child; however, it would still be useful to have the 
perspective of fathers with LD in relation to parenting and to be able to observe their 
interaction with their children. Fathers may have different and important experiences 
to explore and this would provide a balance between mother and father parental roles.
A small number of participants (2) formed the basis of the case study series. If several 
more parents had been included there may have been a number of additional themes 
introduced, or the existing themes would have been reinforced or fortified. 
Furthermore, additional quantitative data could have been collected which may have 
strengthened the existing data and made further statistical analysis possible. However, 
it needs to be remembered that this was an exploratory study that was not looking to 
draw conclusions but to raise issues and themes for further study with more 
participants. The value in looking at only two families is the increased quality and 
quantity of information that can be gained. Case studies rarely involve the selection of 
a representative or random sample from a known population which permit statistical 
generalisation (Sim, 1998). Case studies have been criticised for producing biased and 
selective accounts.
Process Observations and IP A analvsis
As the qualitative analysis is resultant upon the interpretation undertaken by the 
researcher, it is vital to consider the process. The analysis in this study was carried out 
by the researcher, with her background, knowledge and beliefs. If another researcher 
were to take on the study, they may have arrived at different themes and seen other 
aspects of interaction in the observations that they felt to be important. It is important 
to acknowledge that the IP A methodology is quite subjective, in that it is the 
interpretation the researcher makes with all their opinions and life experience. The 
research was discussed with colleagues and in supervision, so that there was an 
agreement over the themes found, which would ensure some degree of external 
validity. The multiple sources of data and triangulation used in this study, in which an
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agreement was seen between the qualitative themes and the quantitative data, also 
provide a degree of validity.
Case Studv Approach
The advantages of case study approaches are that they produce data at the level of the 
individual rather than the group, therefore allowing individual uniqueness and 
complexity to be examined. It also allows phenomena to be examined in depth to 
demonstrate that certain phenomena exist or to provide counter-examples (Barker et 
al., 1994). What the single case design does not do well is establish general laws and 
typicalities (Barker et a l, 1994), however, small sample case studies are designed to 
generalise to theory rather than population (Yin, 1994).
Observations of Mother-Child Interaction
The observations only provide a snapshot of mother-child interaction at that time on 
that particular day and may be a product of other issues that were happening at the 
time, such as the child being tired. Different results may have been seen if the 
observations were taken at a different time. Multiple observations may have provided 
a more accurate picture. The observations in this study were discussed with the 
mothers afterwards and they agreed that they were usual, even when there had been 
lots of negative affect expressed. There is always observer/bias and reactivity in 
observational methods (Gardner, 1997) and this was a theme in the qualitative 
analysis of the researcher’s process notes that demonstrated awareness of this in the 
research.
Mixed Methods Design
Robson (2000) advocates there can be considerable advantage in using mixed-method 
designs and triangulation. Methods will always have confounding effects on 
measurements and within a single method, some unknown part or aspect of the results 
will be attributable to the method used in obtaining it. As it appears impossible to 
obtain results without using some method, it is argued that the only feasible strategy is 
to use a variety of methods (Robson, 2000). In addition, methods should be chosen 
which are very different from each other to get a better estimate of ‘the’ answer. The 
error due to methods is regarded as tending to average out when multiple methods are
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used (Robson, 2000). In addition, multiple methods have the advantage that they can 
be used to address different but complimentary questions within a study, rather than 
focus on a single, specific research question, as different methods can be used for 
alternative tasks. Multiple methods can also be used in complementary fashion to 
enhance interpretability, for example, the interpretation of quantitative data and 
statistical analysis may be enhanced by qualitative narrative accounts. Qualitative 
accounts may be enhanced by supportive quantitative data which may strengthen and 
clarify it. A disadvantage of multiple methods is that conflicting results across 
methods may add to confusion and uncertainty and will need interpretation. The other 
disadvantage is the time and resources needed to use each of the methods to a 
professional standard. This approach has also been criticised for inappropriately 
combining methods based on different theoretical positions (Blaikie, 1991).
The mixed methods design using multiple data sources in this study helps to say with 
more certainty whether the results found are due to the PT programme. The qualitative 
analysis of the process notes helps provide a richness of clinical data that compliment 
the quantitative data. This is particularly helpful given the limitations of the 
quantitative data. In order to undertake some statistical analysis the video observation 
codes were grouped into larger coding groups. This therefore lost information about 
changes in single codes. When the data on individual codes are examined it is possible 
to see that in some categories that changes in the overall category were influenced by 
changes in one or two codes only and no changes in other codes. Similarly by 
analysing combined data from all six mothers, information is lost on who showed 
what changes, the case study approach and qualitative analysis goes some way to 
addressing this.
Future Research
The introduction of control groups could be a future step in the research, with a 
number of aims. Firstly, a comparative group design could be used in which different 
control groups receive varying elements from the PT programme used in this study, 
such as videotape modelling, discussion of parenting skills, practice/role play, 
homework tasks, handouts, or are provided with the PT programme without one of the 
elements. This would help to specify what elements of the PT programme might be 
important in having an effect and might have produced the results found in this study.
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It is not currently possible to tell from the design of the current study what the 
important elements of the programme were in producing the results. If the results can 
be replicated with the use of a control group, it would allow it to be stated with more 
certainty that the results found are due to the PT programme and not other factors.
Secondly, a control group of mothers without LD could be used to provide a 
‘normative’ comparison in regard to levels of parenting behaviours. This would allow 
some comparison as to whether some of the behaviours of the mothers with LD 
reached the levels behaviours seen in the mothers without LD. Other studies have 
shown that despite increases in positive behaviours follovdng training for mothers 
with LD, these behaviours did not reach levels of the mothers in a control group (for 
example, Tymchuk & Andron, 1992). Tymchuk and Andron (1992) found that none 
of the behaviours trained reached the levels for the contrast mothers without LD from 
similar backgrounds that were used as target rates. This raises a fundamental issue for 
such studies regarding the criterion the behaviours being trained are being judged 
against. Feldman (2002) questions: should we be expecting perfect parenting or good 
enough parenting? This raises the issue of how this is defined and who defines it. 
Tymchuk (1990) suggests that there is a need to examine the value base for these 
behaviours and the emphasis placed on them in interventions, when it may be more 
appropriate to give health care related behaviours a priority.
A longer-term follow-up of three, six months and one year or over, would be much 
more beneficial in allowing conclusions to be drawn with more certainty about 
whether effects are maintained and provide a longitudinal exploration of change. 
Further longitudinal research could look at the changing needs of parents with LD in 
parenting their children as they become older and how this PT programme (which was 
aimed at parents of children under 5) could be adapted or added to, to address these 
and then evaluated in further research. Parents have identified that they want help with 
issues that would affect older children such as, helping 'with homework, going to 
parents’ evenings and dealing with bullying (West Berkshire Mencap, 2004).
Additional measures to look at the possible wider impact of the PT programme could 
have been used. Research has shown that parents with LD have high stress levels
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(Feldman et ah, 1997), socially isolated (Feldman & Walton-Allen, 1997) and 
depressed (Walton-Allen, 1993). The potential positive side effects of this parent- 
training programme on these additional difficulties and on self-confidence could be 
evaluated more systematically. The impact of the programme, on the child’s welfare 
and development also needs to be more broadly and systematically assessed. No 
measures of the child’s developmental level were taken in this study.
Stereotypes and assumptions on the part of both parents and professionals could be 
examined further in friture research as they may create barriers to the implementation 
of PT programmes with parents with LD. Further research could conduct a focus 
group with both parents with LD and professionals working in child and adult 
services, to discuss the issues of support for parents with LD together. Alternatively, 
individual interviews with both parents and professionals could be conducted using 
the same interview schedule and then analysing responses with IPA. This would 
enable an exploration of whether parental and professional views are comparable and 
allow parents and professionals to increase their awareness of each other’s perspective 
and whether a common construct is possible.
Group sessions may be one possible solution to facilitating the generalisation of the 
results. Group sessions offer social support and the possibility that parents may 
continue to support each other after the PT programme has ended. Future research 
could therefore explore the possibility of conducting this PT programme within a 
group setting and evaluating whether this has the same impact and whether this affects 
the maintenance of results. However, some aspects of this PT programme may need to 
be altered for a group setting, for example, it may not be possible to give parents 
detailed individual feedback on their interaction and discuss this. Group approaches 
may also take the learning out of the situation in which the difficulties occur, such as 
the home setting, which may affect the learning process. Another possibility would be 
to offer a combination of individual and group sessions, in which the ‘teaching’ is 
done in group sessions and these are interspersed vvdth individual home visits to 
undertake the video observations of parent child interaction and provide individual 
feedback and discussion.
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Lessons Learnt From the Research: Clinical Implications
There are a number of clinical implications that can be drawn from the research. 
Engaging Parents with LD in FT Programmes and Services.
Recruitment of participants for this study proved to be extremely difficult. A number 
of potential parents approached did not want to participate for reasons that included:
• significant others in their lives, like their partners, not wanting them to 
participate and over-ruling them if the mother herself did want to participate. 
This may indicate that partners had concerns about professionals/services and 
this would be important to be aware of and explore further.
• a wariness of professionals, often due to previous negative experiences with 
professionals or services
• not wanting to be videotaped, reasons for which appeared to vary but included 
embarrassment and anxiety about being judged. Being videotaped often 
appeared to be received as anxiety provoking or threatening.
• ‘social control’ fears, such as concern about information being ‘collected’ on 
them and what this might be used for.
Previous research has identified that parents with LD often fear that their children will 
be removed and this affects engagement with professionals and sometimes makes 
parents take an adversarial stance, particularly when they have had negative 
experiences in the past (Ward & Tarleton, 2007).
There was also an issue about the process of referral, in that professionals working 
with parents with LD, suggested their participation in the research and referred them, 
rather than parents volunteering themselves. This may have created an issue regarding 
motivation, which is likely to be higher if parents self-referred. It also appeared to 
create concerns in the parents about the agenda professionals had in referring them. 
Some parents appeared concerned that by referring them to the research, professionals 
were making negative judgements about their parenting that they may not have 
verbalised openly to them and they were somehow going to be judged or assessed in 
the research with information being passed back to the referrer.
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The recruitment issues highlight lessons to be leamt regarding engaging parents with 
LD in services and research. This is where qualitative methods appears to have an 
important role, as it provides an opportunity to hear the stories of parents with LD 
about their experiences of professionals and services and hear their concerns about 
engaging in this type of research/service. Previous qualitative research has begun this 
process and there are already lessons that can be drawn from these. It appears 
important for professionals to spend time developing a positive relationship with 
parents, prior to beginning any work in order to try and maximise the benefits with a 
positive working relationship. In addition, service user involvement appears essential 
in improving engagement of parents vdth LD in services. Involving parents with LD at 
the design stages of research studies or as consultants to the research would allow 
them to provide valuable insights that can shape the research process and procedures 
to make them more acceptable to other parents with LD. There is also the potential for 
parents with LD to be involved as ‘trainers’ in PT programmes and take on ‘mentor’ 
or supportive roles. Having parents with LD involved in delivering services may make 
them more acceptable to other parents, who may identify with them more than 
professionals. Many voluntary learning disability organisations make the involvement 
of people with LD a priority and they are often steering group members and project 
workers. Good examples of such practice are seen in the organisation CHANGE, in 
which parents with LD had input into a training pack for professionals and were 
trained in delivery this training. In addition, parents with LD steering groups produced 
accessible information and advice to support for other parents with LD.
Early Intervention and Prevention
Some families were not eligible to participate in this research because the concerns 
about their parenting skills or children were too complex or severe to be deemed 
appropriate for inclusion in the study. It appeared that by the time many of the 
families with a parent with LD had come to services, such as adult LD or child 
services, any difficulties were already at a serious level and many of the families had 
child protection concerns or the children were already on the Child Protection Register 
and some families were involved in discussions regarding care proceedings. There 
appeared to be few families involved in services where there were only minor issues
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regarding parenting. This therefore raises the need to try and recruit families at a much 
earlier stage to prevent any difficulties developing or becoming entrenched.
These issues may also reflect health services issues regarding referral pathways and 
access to services. Demands on secondary care or specialist services, such as child 
mental health services and adult LD services, may mean that referral criteria include a 
level of complexity and severity in the presenting difficulties, in order to manage high 
levels of referrals. Ward & Tarleton (2007) mapped services for parents with LD in 
the UK and found that a lack of resources often prevented service provision for 
parents with LD. They found many parents with LD did not reach local thresholds for 
community care services and were often only accepted into services if their children 
were seen as being in need or at risk. This pattern of late or ‘in crisis’ referrals, makes 
it difficult to give families the support they need and increase the chances of children 
being taken into care. It may therefore be more useful to try and recruit families for 
future PT programme research at a primary care level (for example, through Health 
Visitors or General Practitioners or other services that families often appear to come 
into contact with such as housing departments). These may allow such families to 
participate before concerns are raised about the child or parenting or before mild 
concerns have a chance to develop into more serious and entrenched difficulties. The 
programme could therefore be used as preventative or early intervention work, which 
may have implications for a wide variety of services, such as child protection.
Professional Reflectivity
The qualitative and self-reflexive elements of the research allowed the opportunity for 
the researcher to reflect on their thoughts, feelings, biases and assumptions about 
parents with LD and their role and relationships with the families who participated in 
the research. Work with parents with LD appears to be an area which is full of 
assumptions and judgements and it appears important for professionals working in this 
area to be aware of their own potential assumptions and biases that may be obstructive 
to effective working with parents and to be able to challenge these if needed. Ward 
and Tarleton (2007) reported prejudice and negative stereotypes such parents being 
seen as incompetent, unable to understand their children’s needs or learn skills quickly
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enough to meet them and never going to be ‘good enough’ parents. Service user 
involvement in training professionals may help with this and be able to directly 
challenge unhelpful beliefs. Parents with LD working with the CHANGE organisation 
are training students before they become full time professionals.
Addressing Other Issues that Impact on Parenting Capacity
In line with previous research, this study highlighted the additional stresses parents 
with LD face and these were highlighted both through the PSI data and through the 
qualitative information collected. Additional stresses were often multiple and complex 
and included issues such as financial, housing, relationships, social support -  either 
lack of or unhelpful support and mental health issues. These could have all impacted 
on parenting capacity and therefore may need to be addressed in their own respect in 
addition to the focus on teaching parenting skills. The practicalities of this may mean 
good multi-agency working with other professionals, for example, housing officers, 
solicitors, who can provide additional support for other significant issues.
It is also important to try and ensure that participating in the parenting programme is 
not creating additional stresses for the parent, such as, producing disagreements with 
significant others who may not agree with their participation or creating a need for 
travel or time off work, which may have financial implications.
The parents who participated in this research tended to have a number of professionals 
involved fi*om different services, such as adult and child services within health and 
social services. It appears important for other professionals to be aware of the 
concepts being taught within the PT programme so they can support this and prevent 
contradictory advice being given. This was a concern of the researcher in the study, 
who was concerned about the PT programme being delivered in isolation to other 
interventions and with limited communication with other professionals involved with 
the family. If the PT programme was delivered within clinical services, 
communication with other services would be important and a key-worker to co­
ordinate information exchange would be helpful. At times, the researcher was put in 
this role, which within the context of this study felt inappropriate, for example, the 
mother in family one asked the researcher to phone her health visitor on her behalf or 
asked her for advice on housing issues. Research has also highlighted conflicts
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between different services and professionals in adult and child services that arise from 
the tension between protecting children and upholding the rights of parents (McGaw 
& Newman, 2005).
The Involvement of Fathers & Social Support
There were no fathers participating in the research. The absence of fathers raises a 
number of questions: What prevented fathers with LD from participating? How can 
we encourage fathers with LD to participate? How involved are fathers with LD in 
their children’s care? If there are two parents with LD in the family and only one 
parent participates in a PT programme, does this effect the benefits gained from the 
programme, for example, how do we ensure consistency in parenting skills and 
strategies from both parents? Future qualitative research examining the views of 
fathers in regard to parenting, professionals and participation in services would be 
helpful is raising awareness of these issues and developing approaches to address 
them.
None of the mothers had a partner participating in the programme with them. Follow- 
up studies of the Webster-Stratton programme have indicated that most treatment 
relapses occurred in families in which only one person was involved in the treatment 
programme. Involvement of a partner enables mutual support and allows the concepts 
taught to be applied more consistently. It is also recognised that single parents have a 
much harder job than when parenting is shared. Future research could therefore 
encourage mothers to have partners to join them in the PT programme in order to try 
and maximise the benefits from it. The partner does not necessarily have to be the 
child’s father or their partner but it could be another relative, friend or a professional, 
who could also leam the strategies taught in the PT programme and then continue to 
support the mother in implementing the strategies in the long-term.
Generalisation
It is acknowledged that parents with LD do not always generalise learning. The case 
study approach is beneficial in that it can explore diverse ways of learning and 
generalising learning to other situations. The videos used as part of the Webster- 
Stratton programme aim to expose participants to a variety of family life situations
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and approaches to problem solving, however, parents with LD do not always leam 
through modelling and may need to leam through direct experience. Future research 
could explore other possible strategies to help with generalisation. Possible strategies 
that could be explored are: focusing on how to use specific skills in other settings or 
with other types of behaviour that may occur in the future, for example, tantmms 
when out in public places such as supermarkets. It may be helpful to spend some time 
in the final sessions to present a list of children’s behaviour problems and problem 
solve some strategies to deal with them. Individual plans could be created that predict 
possible relapses and develop strategies to deal with them.
Maintenance
The difficulties in maintaining results once the programme ended in this study are 
consistent with results from other studies (for example, Feldman et a l, 1986; Feldman 
et a l, 1989; Tymchuk & Andron, 1992). These studies did not find complete 
maintenance of interactional skills in mothers with LD. The case study approach can 
also be used to explore diverse ways of maintaining teaming. Future research could 
explore other possible strategies to help with maintenance of teaming and change. 
Possible strategies that could be explored to ensure the techniques continue to be used 
after the programme ends are: top up or booster sessions after the PT programme has 
ended, periodic phone calls to find out how the participants are doing, sending out 
visual materials as reminders of parenting techniques, using visual materials as 
reminders to use certain concepts, such as stickers or postcards that can be stuck in 
frequently seen places such as the fridge. Webster-Stratton (1989) suggests that 
monthly booster sessions should be arranged automatically to review the principles 
presented in the course, to discuss any new problems that arise and to support and 
reinforce the parents for their ongoing efforts.
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Self-Reflective Account — Part 4
At this stage it is helpful to summarise the researcher’s reflections on what has been 
leamt from the research and future directions. The relevant themes that arose from 
both self-reflexive interviews were:
Theme 12 -  The Researcher Versus the Clinician (Part 4): Intesration
Whilst my roles as researcher and clinician fe lt at odds at times, towards the end o f  
the research, there was a realisation and appreciation that it was just as valuable to 
be a clinician and use my clinical experience to aid interpretation o f  results as it was 
to be a researcher and the two roles could be integrated to complement each other.
The results gained were based on a combination o f  data gained as a researcher and a 
clinician and analysed as both a researcher and clinician. It would have been difficult 
to interpret some o f  the quantitative data unless it was put into a wider clinical 
context and the quantitative and qualitative data were complimentary rather than 
opposing.
Theme 13 -  Lettins Go
There is anxiety about what will happen next with the research and the potential for  
this type o f research to be misused, for example, the results might be generalised to 
population, which was not the aim o f this exploratory study. I f  this occurred there 
could be a danger that some results may be taken to mean that parents with LD are 
not good enough parents and cannot be taught some parenting skills. The 
methodology has tried to prevent this from happening by providing detailed insight 
into some o f  the mediating factors by taking a wide range o f  outcome measures. This 
anxiety relates to wanting to do justice to this group o f  parents and feeling responsible 
for the outcome o f  the research.
The research has been a huge part o f my life for a number o f  years. My investment in 
it became personal and I  saw it as reflecting on my worth both as a clinician and also 
as a person. The reluctance to let go o f  it has been driven by fear and anxiety that it 
will be judged badly and so will I.
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Theme 14 - Lessons Learnt: As a Researcher, as a Clinician and Personally
As a researcher, I  learnt not to be too ambitious and the benefits o f  keeping research 
focused on achievable and realistic goals within time and resource constraints. I  also 
learnt that I  could change direction i f  my initial goals were not achievable or 
incorporate different perspectives. I  learnt that clinical observations are valid, even 
though they are subjective, and they can reflect on processes that may be difficult to 
quantify with quantitative data. I  learnt there is always going to be biases and 
interpretation o f  data as part o f  research but it is important to be aware o f  them and 
use them helpfully. I  gained an appreciation o f the variety o f  difficulties that can be 
encountered in research.
As a clinician, 1 leant that I  can be judged by clients on the basis o f their past 
experiences with other professionals and the need to be aware o f  both my assumptions 
and those o f  the client. The research will impact on my future clinical work in that it 
has made me more mindful about considering client’s assumptions and beliefs about 
professionals and the professional systems in which they operate, in the engagement 
process. It may be helpful to ask directly about client’s previous experiences and their 
expectations for me and the service.
Many o f the lessons learnt as a researcher, mirrored lessons I  learnt personally, as 
the research process challenged my beliefs about the feasibility o f  doing things 
perfectly and achieving impossibly high standards, being responsible and in control o f  
everything and not giving up or changing direction as this is perceived as failure. 
Whilst I  have become more aware o f these issues and beliefs, the ability to change 
them is a much more complex and long-term process.
Theme 15 - The Conwlexitv of Assumptions and Biases
I  gained some awareness o f  some o f the values professionals hold about parents with 
LD when becoming involved with them. There appears to be an assumption that things 
are not going well and will not go well in the future, rather than giving parents an 
opportunity. However, given that a child’s welfare is paramount there is a fine 
balance to be struck. There was a danger that I  was so aware and challenging o f any 
negative assumptions that I  may have held that I  made positive assumptions and 
created positive bias, that made me look for the positive and dampen down the
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negative. I  also gained some awareness o f the assumptions parents with LD may hold 
regarding professionals and how they may perceive professionals as expecting them 
to get it wrong rather than helping and supporting them and early intervention is 
perceived negatively.
Theme 16- Future Directions
It would appear helpful to strike a balance between research that raises the voice o f 
parents with LD, together with well designed research trials that provide empirical 
evidence regarding what helps parents with LD.
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Appendix 1
Sarah Lovekin 
c/o
Tel:
8*^  Septem ber 2000
Dear
My nam e is Sarah Lovekin and I am training to be a Clinical Psychologist. As 
part of my training I am doing a research project. The project is called Testing 
a Parent Programme'. I will be using a parent programme with parents and 
their children. The programme helps parents learn more about being a parent 
and doing things with their child. It especially helps parents play with their 
child and deal with their child’s behaviour.
I am writing to ask you if you would like to take part in my project and do the 
parent programme with me. This would involve meeting me about 10 times for 
about an hour each time. There is som e more information with this letter. This 
explains more about the parent programme and what will happen if you take 
part. P lease read this information carefully. You can discuss it with family, 
friends or staff if you want.
If you are interested in taking part in the project I will contact you to arrange a 
time for me to m eet you. When we m eet I can talk to you more about the 
project and you can ask me any questions you want.
If you DO NOT want me to contact you to arrange a meeting please tell 
(named professional) by (date in one w eeks time). If
(named professional) does not hear from you by this date then I will 
contact you to arrange a time for us to m eet to talk more about the project.
If you have any questions before I speak to you p lease talk to (named 
professional).
Thank you for reading this.
Yours sincerely
Sarah Lovekin
Trainee Clinical Psychologist
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Appendix 2
^  K ingston & D istrict  
Community JNHS Tiiist
Participant information Sheet 
Title of Project: Testing a Parent Training Programme
My name is Sarah Lovekin. At the moment I am training to become a Clinical 
Psychologist. As part of my training I am going to carry out a research project. I 
would like to ask you to take part in the project. Before you decide, it is important for 
you to understand what the project is about and what you will do if you take part. 
Please read this information carefully. You can discuss it with friends, relatives or 
staff if you wish. You can also talk about it with me. Please ask me if there is 
anything that is not clear or if you would like more information. Take time to decide 
whether or not you want to take part. Thank you for reading this.
What is the project about?
The project is called Testing a Parent Training Programme’. To help you understand 
about my project, let us first look at what being a parent means. Parents have to do 
different things with their children. For example, they have to feed them, bath them 
and dress them. Parents also have to play with their children and deal with their 
behaviour. Being a parent can be difficult. Most parents find they need some help at 
times. This project is about using a parent programme that helps parents learn more 
about being a parent and doing things with their child. It especially helps parents 
play with their children and deal with their child’s behaviour.
Do 1 have to take part?
It is up to you whether you take part or not. You DO NOT have to take part. If you 
want to take part you can keep this information sheet. You will be asked to sign a 
form that says you have agreed to take part in the project, which you can also keep. 
If you want to take part you can still stop at any time without giving a reason. It will 
not make a difference to other help you get and will not affect you in any way.
What do I have to do?
I would like to meet with you about 10 times for about one hour each time. If it is OK I 
would like to meet you where you live. If this is not OK then we can meet somewhere 
else. The first time we meet I will ask you to fill in some questionnaires about 
yourself, your child and what it is like being a parent. I would also like to do a few 
puzzles and word games with you, to help us find out what things you are good at. 
The second time we meet I would like to video you playing with your child for about 
15 minutes. Then I would like to meet with you another six times to do the parent 
programme together. When we meet we will discuss different things about being a 
parent and things you can do with your child. I will also show you videos of other 
parents and their children and we can watch the video of you and your child. We will
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also practice things we discuss. At the end of the programme I will meet you again 
and ask you to fill in the same questionnaires as you did when we first met and I will 
video you and your child again. You can also tell me what you thought of the 
programme. I will ask you if we can meet up again about one month later to see how 
you and your child are doing. We will do the questionnaires again and I will video 
you and your child again.
What happens to the video?
The video made of you and your child will only be seen by me and my supervisor. 
No-one else will be able to get hold of the video or see the video. If you want, you 
can have a copy of the video to keep. You can ask me for this. The video will be kept 
locked away for one year after the project has finished. Only me or my supervisor will 
be able to get hold of the video. We will not show it to others and will only use it to 
help us learn more about being a parent. After one year the video will be destroyed.
How may the programme help you?
I hope that the programme will help you to learn more about being a parent and help 
you to learn more about ways in which you can play with your child and deal with 
your child’s behaviour. The only disadvantage may be that it takes up some of your 
time.
What happens when the project stops?
When the project stops you can still see your key-worker. If you want you can talk to 
them about what you did in the project and ask them for more help.
Will other people know what I have said?
I will not tell anyone your name or address or what we talk about. Your doctor and 
your key-worker will be told you are taking part in the project.
If I get worried about your safety or your child’s safety I will talk to your key-worker 
about how to keep you safe. I will tell you first if I am going to talk to your key-worker. 
If you get upset we can stop the project at any time. If you become upset or worried 
at any time in the project you can talk to me or talk to your key-worker.
What will happen to the results of the project?
I will write about the results and other people will read this. Your name will not be 
written in this.
2 371
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Do you have any other questions?
Please ask me any questions you want when we meet. If there is anything you want 
to ask before we meet or if you think of anything you would like to ask me after we 
meet you can telephone me. My telephone number is 07901 647014.
Thank you very much for taking part in my project.
Sarah Lovekin
11.08.00-Version 2 372
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ID NUMBER;
^  Kingston & D istrict 
^  Community NHSTîiist
CONSENT FORM
Title of Project: Testing a Parent Training Programme
Name of Researcher: Sarah Lovekin
Sarah Lovekin has told me about the project and I have seen the information sheet 
(dated 11.08.00). I know this project is about doing a parent training programme 
which looks at different ways of being a parent.
I know what I will have to do and I have had the chance to ask questions.
I know I can stop helping with the project at any time, without giving reasons, and 
this will not affect me in any way. If I get upset we will stop the project and if I want 
Sarah Lovekin will talk to my key-worker for me.
I understand that Sarah Lovekin will not tell anyone my name or what we talk about 
together. If Sarah Lovekin gets worried about my safety or the safety of my child she 
will talk to my key-worker about how to keep me and my child safe.
I know that Sarah Lovekin will be writing things about her project and other people 
will read this.
I agree to take part in the project.
Name of person taking part Date Sia nature
Name of Researcher Date Signature
Name of Witness Date Signature
1 Copy to: Participant
Participant’s file 
Researcher
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Appendix 4
DEMOGRAPHIC AND BACKGROUND INFORMATION
INFORMATION REQUIRED
Age of parent 
(years)
Gender of parent
Number of child(ren)
Number of pregnancies (if different)
Age of child(ren) 
(months)
Gender of child(ren)
Number of children currently living with 
parent
Marital status of parent
Ethnicity
Parental IQ/level of functioning
Parental educational background 
(type of school, to what age)
Parental employment 
(current and previous)
Referred by
Nature of referral concerns
Professionals involved with the family
Has the parent received any previous 
parent training input?
Does the parent have any mental health 
problems?
Does the child have any known special 
needs or developmental delay?
Are there any child protection concerns?
PsychD in Clinical Psychology 374
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
Major Research Project
Appendix 6
It is not possible to include the PSI due to copyright issues.
379
PsychD in Clinical Psychology
Major Research Project
Appendix 7
Pilot Study -  Devising and Coding the Video Observation System
Inter-Rater Reliability of the Video Codes For the Current Study 
For the current study, most codes were taken directly from the original coding system 
by Dowdney and Mrazek (1988) as these already had established definitions with 
established reliability and validity (as discussed below).
Reliability of the Video Coding System by Dowdney and Mrazek 119881 
Reliability was assessed by comparing the coding of two observers who 
simultaneously observed five parent-child interaction sessions with three mother-child 
pairs at home and videos of mother-child interaction of four mother-child pairs at a 
clinic that they then coded independently. Inter-observer agreement of parental 
behaviours was satisfactorily high (>0.85) for all codes except four. The reliability of 
affect codes was generally good except for comfort (0.50), reject (0.66) and laugh 
(0.77) which were infrequently used codes. Definitions for these codes were then 
tightened. Good reliability was achieved for all the child codes and the termination 
codes which all achieved inter-observer agreement above 0.91.
Validity of the Video Coding System by Dowdney and Mrazek G 9881 
Validity was tested by making a comparison between summary ratings of parenting 
from a standardised interview and global judgements from the observations. There 
was a significantly high level of agreement between the interview and observation 
measures (x^ = 30.99, d.f. = 4, p<0.001). Furthermore, quantitative observational 
measures on the rates of control, distress, maternal negative affect and play were 
related to the observers’ global ratings of parenting (good, adequate, mediocre and 
poor). There was a statistically significant association between the global judgements 
and individual quantitative observation measures (p = <0.001 for all individual 
measures except joint play p = <0.05).
However, some codes were also added or some existing codes revised taking into 
account the elements being taught within the parenting programme and the behaviours 
that needed to be measured to assess the impact of the programme. Reliability of the
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codes for this study was established by calculating inter-observer agreement from two 
independent raters (the researcher and Dr Linda Dowdney) who rated parent-child 
interaction of three parent-child pairs. These were not mothers who were participating 
in the study. This was a video based exercise using a combination of video recordings 
lasting approximately thirty minutes and video transcripts. The percentage of inter­
observer agreement for the modified video coding system is shown below in Table 12 
for maternal codes and Table 13 for child codes in Appendix 8. See Appendix 9 for 
the Video Coding System.
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Table 12 -  Pilot Study: Inter-Observer Agreement for Mother Codes
Appendix 8
Category n (Number of 
occurrences)
Percentage of 
Agreement
Comfort (CFT) - -
Maternal Affectionate Touch (MAT) 2 100%
Mother Smile (MS) 13 77%
Positive Reinforcement (PR) 40 98%
Positive tone (+) 23 83%
Confirmation (CONF) 24 79%
Describe (DES) 32 84%
Elaboration (ELAB) 29 83%
Explain (EXP) 69 77%
Facilitate (FAC) 83 77%
Imitate (IMT) - -
Non-Comply (NC) 7 86%
Teach (TCH) 150 97%
Watch (W) - -
Ignore (IG) - -
Question (Q) 221 95%
Request (REQ) - -
Distract (DIS) - -
Instruction (INS) 150 93%
Order (ORD) - -
Persuade (PER) 5 80%
Aggression (AG) - -
Criticism (CRIT) - -
Disapproval (DPV) 3 66%
Negative Physical Gesture (NPG) - -
Negative tone ( - ) 3 100%
Tease (TSE) - -
Threat (THR) 2 50%
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Kappa (K) was calculated as a measure of inter-observer agreement on all mother 
codes.
(K) = 0.89
Table 13 -  Pilot Study: Inter-Observer Agreement for Child Codes
Category n (number of 
occurrences!
Percentage of 
Agreement
Child Affectionate Touch (CAT) - -
Child Smile (CS) 18 69%
Positive Tone ( + ) 61 95%
Describe (DES) 156 90%
Imitate (IMT) - -
Ignore (IG) - -
Question (Q) 73 100%
Request (REQ) 28 86%
Child Comply (CC) 23 87%
Instruct (INS) 62 81%
Misbehaviour (MSB) - -
Non-Comply (CNC) 32 94%
Opposition (GPP) 29 79%
Quarrel (QUA) 10 90%
Aggression (AG) 2 100%
Cry (CRY) - -
Destructiveness (DEST) - -
Negative Affect ( - ) 28 95%
Rudeness (RU) 5 100%
Threat (THR) - -
Whine (WH) 17 82%
Kappa (K) was calculated as a measure of inter-observer agreement on all child codes. 
(K) = 0.89
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Appendix 9
VIDEO CODES
Derived from the parent-child observation manual by Linda Dowdney and David 
Mrazek (1988), the pilot video of mother-child interaction and the elements being 
taught within the Webster-Stratton parenting programme.
1. Mother
a. Maternal Positive Affect 
Comfort (CFT)
Where the mother reassures or soothes a distressed child.
Example:
The child catches her finger in a cupboard door. She cries loudly. The mother looks at 
her finger and says:
M: “Never mind darling. It’ll be better soon. There, there.”
Mother Affectionate Touch (MAT)
Physically expressed warmth or affection. A positive physical gesture or contact.
Examples:
1. The child is playing independently. The mother is doing the housework. As she 
passes by the child, she strokes her head.
2. The mother and child are playing together. The brick tower they are building 
collapses and they both laugh. The mother gives the child a brief tickle and then 
they resume building.
3. The mother is doing her washing at the sink. The child approaches, climbs up 
beside the mother and looks down into the sink. The mother looks at her daughter, 
laughs and ‘nuzzles’ her nose into the child’s neck.
4. The child has tried to reach a forbidden object. The mother is explaining to her that 
the object is firagile and can easily be broken. As the mother explains this, she 
gently strokes the child.
Positive Reinforcement (PR)
(Includes Approval)
The mother does something following the child’s behaviour to increase the chances of 
the desirable behaviour reoccurring. e.g. approval/praise, concrete reward.
Concrete reward - the mother gives the child something as a token of her approval 
e.g. sweet, sticker.
Approval - where the mother praises the child, expressing a positive opinion of the 
child, their efforts or activities.
Praise - where the mother expresses explicit approval, e.g. “Good girl”, “Well done”, 
“What a clever boy”.
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Examples:
1. “There’s a good boy/girl”.
2. Mother commenting upon the child’s drawing: “What a nice picture”.
3. “That was clever”.
Positive tone (+)
Where the mother’s tone of voice is unambiguously warm, approving or affectionate.
Smile (MS)
Where the mother laughs or smiles at the child. Facial expression indicating positive 
affect.
b. Maternal Negative Affect 
Aggression (AG)
An unambiguous and deliberate physical attack on the child by the mother.
Examples:
1. Smacking.
2. Pinching.
3. Hair pulling.
4. Shaking the child.
Criticism (CRIT)
The mother makes an unfavourable comment or negative judgement regarding the 
child, their effort or activity.
Disapproval (DPV)
Explicit disapproval of the child or his activity.
Examples:
1. The child spills his orange juice. The mother comments: “That was a silly thing to 
do”.
2. The mother is teaching the child to count, but the child twice omits the number 9. 
The mother tries again but on the third occasion when the child again fails, the 
mother responds with: “Stupid!”
3. The mother has failed to achieve compliance in the face of persistent opposition 
from the child. After the final non-comply, she responds with: “You’re a little wee- 
wee legs”.
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Dismissive Statement (DSM)
A dismissive parental response that goes beyond ignoring the child but is not an overt 
rejection. These may be implied criticisms or disapproval. This is apparent from the 
context as well as the content. Statements of this kind usually have a mild negative 
tone which adds the dismissive quality to the verbalisation. Sarcastic comments by the 
parent would be included here.
Examples:
1. C: “What time is it?”
M: “I’ve already told you what time it is”.
2. C: “Potty, Mummy, Potty”.
The mother does not give the child the potty he is requesting but replies: “You 
realise I just put you on the potty and you never did anything”. The child wanders 
away holding his bottom to restrain himself.
3. The child is eating his breakfast while his mother watches. She says: “Not so much, 
Robert. You might have a mouth as big as tunnel but you can't stick it all in there."
4. C: Mum, my arm hurts”.
M: “Yeah, my arm hurts an’ all”.
5. M: “Where’s your painting? Oh, you left it at Christine’s didn’t you?”
C: “Uh?”
M: “I said, you left it at Christine’s”
C: “Uh?”
M: “Are you deaf?”
6. The child approaches the mother, talking as she does so. The mother replies: “I 
can’t understand a word you’re saying”.
Negative Physical Gesture (NPG)
Where the mother expresses anger or irritation physically, or threatens the child 
physically but does not go so far as to hit or roughly handle the child (see aggression).
Examples:
1. The mother has told the child to stay out of the kitchen while she washed the floor. 
He enters the kitchen, treading on the clean surface, and as he approaches her, she 
shakes her fist at him - a silent expression of ‘you dare!’
2. The mother raises her hand, as if to smack, but allowing time for compliance 
before the hand descends.
3. A physical display of anger - stamping feet for instance.
Negative tone (-)
Where the mother’s tone of voice is unambiguously angry, irritable, critical or 
sarcastic.
PsychD in Clinical Psychology 386
Major Research Project
Rejection (REJ)
The mother explicitly snubs or drives away the child.
Examples;
1. Mother and child are playing together. The mother suggests a new direction for the 
play which the child ignores. The mother retreats to the sofa. When the child 
approaches, the mother states: “Go away. I’m not playing with you anymore”.
2. There has been a controlled tussle in which the mother failed to gain compliance. 
The child plays briefly by himself, then holds his toy up to his mother saying: 
“Look, mummy, look”.
M: “I’m not talking to you, I don’t like you anymore”.
3. The mother is dressing the child. She says: “Who did you say you loved yesterday? 
Who did you tell daddy you loved?”
C: “No”.
C: “No”.
M: “Well, I don’t love you either”.
Tease (TSE)
Where the mother actively frustrates or provokes the child in such a way as to cause
distress.
Examples:
1. The child is playing with the standardised toy cash register. He is absorbed in 
exploring this new toy. The mother hides the toy counters and laughs when he 
becomes distress at this interruption to his play. She repeats this behaviour several 
times in spite of the child being clearly unhappy with her ‘game’.
2. Mocking behaviour is counted as teasing: The child falls and hurts himself. He runs 
to his mother crying and tells her: “I slipped down. Mum”. The mother, imitating 
his expression and tone replies “I slipped down. Mum”. The child continues to cry.
Threat (THR)
The mother attempts to influence the child’s behaviour by making explicit the 
negative consequences of failing to comply.
Examples:
1. M: “Pick your toys up”
C: “No”
M: “If you don’t pick up those toys. I’m gonna smack you”.
2. The child approaches a forbidden object. The mother says: “If you touch that 
young lady you’ll be straight upstairs to bed”.
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Maternai Codes
(i) PLAY 
Confirm (CONF)
The mother agrees with the child or provides information that shows she agrees with 
the child. This may include repeating what the child has said. A confirmation is more 
than just a yes or no (these are acknowledgements only).
Examples:
1. The mother and child are making some pictures together. The child talks about the 
pictures and says: “we can put them up on the wall when they dry”. The mother 
replies: “we can, can’t we”.
2. The mother and child are drawing together. The child says: “I can do a square”. 
The mother replies: “you can do a square, yeah”.
3. The child is drawing a house with a garden. The child says: “I’ll do a flower in this 
garden”. The mother replies: “You’ll do a flower in your garden”.
4. The mother and child are playing with some toy bricks. The child says: “that’s a 
flat brick”. The mother replies: “Oh so it is”.
Describe (DES)
The mother gives an account or narrative in words of what is occurring in the child’s 
play or the child’s contribution to the situation.
Explanation (EXP)
The mother attempts to increase the child’s understanding or make a situation/event 
intelligible to the child by providing additional information or clarifying information.
Examples:
1.C: “What’s that?”
M: “It’s a bracelet”
2. C: “Bus”
M: “That’s not a bus, it’s a lorry”
3. C: “I fix them”
M: “You can’t fix them darling, they’re broken”
4. C: “Put on there”
M: “They’re too little to go round your neck”
5. C: “Mummy it keeps going wrong”
M: “Yes, it’s the way they’ve been made - where they’re getting old they’re getting 
a bit loose”
6. M: “If you carry on rocking that it will fall and break”.
7. Where the mother leaves and explains where she is going or what she is going to 
do. e.g. “I shan’t be a minute. I’m just going to get some ice cream from the 
freezer”.
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Mother Facilitating Flay or Joint Activity (FAC)
(Includes Suggest, Help & Comply)
Where the mother verbally or non-verbally facilitates the child’s activities. This can 
take a variety of forms such as suggesting a new activity, offering to help, actually 
helping the child, or complying with the child’s requests. The mother gives assistance 
where the child is NOT in obvious difficulties (see HELP). The mother gives 
assistance without the child requesting it (see MC). The mother may be giving 
assistance in anticipation of what the child is doing in their play or activity, thereby 
facilitating the play or activity.
Examples:
1. The child and mother are making play dough together. The child finds it difficult to 
reach items on the table. She stands up on her chair and leans forward. The mother 
smiles and picks up a cushion. She places it on the child’s chair and says: “If you 
stand you might fall. Sit on that then you can reach”.
2. The mother and child are building a house out of Lego bricks. The mother says to 
the child: “Do you need some more bricks?” and she gets some more bricks for the 
child even though the child has not requested them and does not have difficulty 
getting the bricks.
3. During the building of a Lego house the mother says to the child: “Do you need the 
cement mixer to mix the cement?” and she gets the cement mixer for the child.
4. The father and child are playing with a toy train set. The train comes off the track 
and the father puts the train back on the track.
5. The father and child are playing with a number puzzle. The father hands the child 
each number in turn for the child to put in the puzzle.
Suggest (SUG) - A proposal by the mother which the child can accept or reject. 
Suggests generally start vrithphrases like “H ow about...”, “Shall we ...”, “Why don’t 
y o u ...”.
“Let’s ...”
Examples:
1. “Let’s play hide and seek”.
2. “Why don’t you draw a picture for daddy”.
3. “Shall we make the bed?”
Help (HELP) - The mother gives physical assistance where the child is in ohvious 
difficulties.
Examples:
1. The child is playing with her doll. She is dressing it. Although she tried, she cannot 
do the buttons up on the doll’s clothing. She gives up, holds the doll out to the 
mother and says:
“Mum do it properly”. The mother takes the doll and dresses it for the child.
2. The child is pushing a toy pram around the room. The pram gets caught between a 
table and chair. The child struggles to free the pram. She is unsuccessful and her 
doll has now fallen out of the pram onto the floor. The mother frees the pram for 
the child.
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3. The child is struggling with two containers one of which is jammed inside the 
other. The mother takes the containers, frees them and hands them back to the 
child.
Maternal Compliance (MC) - Where the mother accedes to a child’s request,
indicating verbally or physically that the child may have what he/she wants. 
Examples:
1. Verbal compliance: C: “Can I have a sweetie?”
M: “Yes, they’re on the table”
2. Physical Compliance: The mother is polishing the furniture.
The child says: “me help”.
The mother gives him a duster.
The child polishes.
3. Physical and verbal compliance:
C: “I want my book”
M: “Here you are” - the mother hands the book to the 
child.
Non-Comply (NC)
Where the mother does not accede to a child’s request. Non-compliance may be 
physical or verbal.
Examples:
1. C: “I want it” (he reaches for his cup)
M: The mother moves the cup out of his reach.
2. C: “I want tele on”.
M: “There’s nothing on”.
3. C: “Can I have a biscuit”
M: “No, you’ll be having lunch in a minute”.
Physical Imitation (IMT)
The mother physically copies what the child is doing in play.
Teach (TCH)
(Includes counting, labelling/naming, information giving)
The mother makes a cognitive extension to the child’s current focus of interest. 
Includes where the mother labels or describes objects or events.
Examples:
1. C: “What’s that?”
M: “It’s a dog?”
2. The mother and child are reading a book together.
C: “Look”.
M: “Those are puddles”.
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3. The teaching of abstractions such as colours, numbers, shape and the relative 
properties of
objects (for example, that’s hotter than that, isn’t it?). Includes labelling colours, 
numbers, 
shapes etc.
Elaboration (ELAB)
Maternal remarks which widen the scope of the conversation by introducing new ideas 
or information which goes beyond mere descriptions. The mother introduces new 
ideas within the already established play theme or the child’s current focus, thereby 
extending the play or the child’s current focus.
Examples:
1. The introduction of pretend activities, or the widening or extension of pre­
existing imaginary games,
a) M: “Shall we play shops? You be the shopkeeper and I’ll buy things from you”.
b) The mother and child are stroking a pretend kitten. M: “Oh, his mummy has come 
looking for him - she wondered where he was!”
2. Relating an aspect of current events or activities to some other aspects of the 
child*s experiences or outside world.
a) Mother and child are reading a book together. M: “That’s a lion isn’t it?” You saw 
some of those when we went to the zoo didn’t you?”
3. Bringing extra information concerning an event to a dialogue beyond the mere 
fact that it is happening or happened,
a) Mother and child are looking out of the window together. C: “Horses”. M: “That’s 
right, horses. They’re going up the road - they’re going to have new shoes at the 
blacksmiths”.
Watch (W)
(paying attention)
The mother is looking at the child and is monitoring and concentrating on the child 
and their activity for more than five seconds.
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(ii) CONTROL 
Distraction (DIS)
The mother attempts to stop or prevent an undesired behaviour by providing the child 
with an alternative focus of attention.
Examples:
1. Two children are quarrelling over a toy. The older child is angry and wants his toy 
back. The mother intervenes and says to him: “Why don’t you get your nursery 
rhyme book and mummy will read to you”.
2. The child has met with non-compliance from the mother in response for a biscuit. 
He begins to whine. The mother says: “Come and help me with my washing - 1 
need a big boy like you to help me”.
Instruction (INS)
The mother gives a low level command including both directions and prohibitions.
The content of the statement generally makes it clear what the child is being told to do 
or not do.
Examples:
1. “Get a tissue and wipe your nose”.
2. “No, don’t close the door”.
3. The context can guide coding for example, “no” as a maternal response could be an 
acknowledge, a refusal to comply or an instruction, e.g.
a) maternal non-compliance: C: “I want a biscuit”
M: “No”
b) maternal instruction: Child moves towards a forbidden object.
M: “No”.
c) acknowledge C: “Bus, mummy”
M: “No”
Guidelines: INS also includes:
• Calling the child to come by calling his name.
• Correcting the child’s pronunciation.
• “I’m watching you” or “be good”.
• In response to child’s requests: “In a minute”, “Wait a minute”.
• C: “I don’t want to”, M: “Yes, you do”.
Order (ORD)
The mother gives a clear high level command.
Example:
1. The mother shouts at the child who is misbehaving: “DO AS YOU ARE TOLD!’
Persuade (PER)
An appeal for compliance usually associated with a positive tone.
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Examples:
1. The child is refusing to do as he is told. The mother says: “Come on, just for 
mummy”.
2. The child angrily throws his bricks on the floor. The mother instructs him to pick 
them up. The child refuses and the mother responds by saying “Shall I help you?” 
“Let’s pick them up together.”
(ill) OTHER 
Ignore (IG)
Where the mother deliberately fails to respond to an explicit appeal for attention by 
the child. This requires that the observer (i) gives the mother time to respond and (ii) 
judges that the mother is in a physical position hereby she is able to see/hear the 
child’s behaviour clearly. A delay of five seconds after the child vocalisation is 
required for an ignore to be scored.
Examples:
1. C: “Mummy, look mummy, look.”
5 second pause.
The mother, who is standing close by, makes no verbal or physical response.
2. The child is playing alongside the mother who is sewing.
C: “In boat, mum, in boat”.
The mother looks up from her work, briefly watches the child at play and then 
turns her
attention back to her sewing.
Question (Q)
Where the mother seeks information from the child, including requests for 
clarification.
Examples:
1. “Pardon?”
2. “Where’s he gone?”
3. “Have you lost it?” “Where did you put it?”
4. Tag questions are not coded as questions, but are coded according to the content of 
the utterance which precedes the tag.
e.g. C: “What’s this?”
M: “It’s a dog, isn’t it?” (The mother’s response would be coded as an explain 
(EXP).
Request (REQ)
The mother expresses a desire for the child to do something. The mother asks the child 
to do something.
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2. Child Codes
a. Child Positive Affect
Positive physical gesture or contact (CAT)
Where the child shows physical affection towards the mother.
Examples:
1. The mother is sitting knitting. The child climbs up on the chair and puts her arms 
around the mother and lays her head on the mother’s shoulder.
2. The child kisses the mother.
3. Includes kissing, hugging, stroking etc.
Positive Tone (+)
Where the child’s tone of voice is unambiguously warm, approving or affectionate.
Smile (CS)
Where the child laughs or smiles, showing happiness or excitement.
b. Child Negative Affect 
Aggression (AG)
An unambiguous and deliberate physical attack on another person by the child. 
Includes hitting and kicking etc.
Examples:
1. The mother takes away a forbidden object. The child bites her.
2. The child is frustrated and angry because his mother is firmly refusing to let him 
have his way. He punches her.
Cry (CRY)
A sobbing noise indicating high level of distress. The volume of the cry is generally
louder, and the sound more intense than a whine or a whimper.
Examples:
1. The child falls of her tricycle and grazes her knee. She runs, sobbing, to her 
mother.
2. The child is opposing her mother who remains firm. The child begins to whine 
while persisting in her opposition. The mother smacks the child, who then begins to 
cry.
Destructiveness (DEST)
Where the child damages or breaks objects or behaves in a way that there is a high 
probability of damage.
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Examples:
1. The child throws a cup across the room. It breaks.
2. The child has been left to play with a photo album. He takes the pictures out and 
tears them.
3. The child is unsuccessfully attempting to open a cupboard door which has jammed. 
In frustration, he begins to kick the door hard.
Negative tone (-)
Where the child shows anger, unhappiness or distress. The child’s tone of voice is 
unambiguously angry or irritable.
Rudeness (RU)
The child is verbally rude to the mother, for example, using swearing or name calling.
Threat (THR)
The child verbally or physically threatens the mother.
Whine (WH)
A whimpering noise indicating low level distress.
Examples:
1. The child wants to play with his bike. The mother has said no, and the child begins 
to whine. He carries on whining and asking for his bike.
2. The child is playing independently in his bedroom. His toy breaks. He runs to his 
mother whining “Mummy, broke, broke”.
3. The child is opposing his mother. She remains firm and he begins to whine.
PsychD in Clinical Psychology 395
Major Research Project
C . Child Codes
(i)Play
Description (DES)
The child gives an account of what they or the mother are doing or what is happening 
in the play. This includes labelling pictures in a book and describing toys.
Physical Imitation (IMT)
The child physically copies what the mother is doing in play.
(ii) Control 
Compliance (CC)
Where the child obeys a maternal command (imperative).
Examples:
1. M: “Don’t jump like that, you’ll wake the baby”. Child stops jumping.
2. M: “Go and get your coat”. Child fetches her coat.
Instruction (INS)
The child gives a low level command including both directions and prohibitions.
Misbehaviour (MSB)
The child repeats a behaviour previously forbidden within that observation.
Examples:
1. The child has been told not to enter the bedroom where his sib is asleep. After a 
few minutes of IP, he goes into the bedroom.
2. In the first 15 minutes of the observation, the child has been told that he must not 
open the bureau because that’s where Daddy’s letters are kept. In the 2"  ^hour, the 
child opens the bureau and rummages around.
Non-compliance (NC)
A passive act of non-co-operation whereby the child fails to comply with a maternal 
command.
Examples:
1. The mother says to the child: “Come here”. The child looks up at her, but stays 
where she is.
2. The child takes an ornament off the mantel shelf. The mother says “Put that back”. 
The child does not respond, and continues to look at the ornament.
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Opposition (OPP)
The child actively disobeys a maternal command. This includes repetition of 
immediately prior proscribed behaviour.
Examples:
1. The mother calls to the child “Come here”. The child runs away.
2. The child takes an ornament off the mantel shelf. The mother says “Put that back”. 
The child replies “No, I want it”.
3. The child wants to play in the garden. His mother has forbidden this and closed the 
door. The child yells and throws a toy angrily on the floor.
Quarrels between siblings (QUA)
Physical fighting or verbal squabbling between siblings. This includes disputes over 
toys. If a child or sibling does something accidentally, for example, accidentally 
knocks over the bricks the other child is playing with, this is not coded as QUA as 
there is no intent behind the child’s actions. If the other child reacts verbally or 
physically towards their sibling following the incident this is coded as QUA.
Examples:
1. The child has previously been told not to take the baby’s toys. She approaches the 
baby and tries to snatch the toy. The baby holds tight and both children begin to 
yell.
2. The toddler approaches and knocks down the bricks the child is playing with.
3. The child has finished her sweets first. She notices that her sister still has some 
sweets left. She says to her mother: “She’s got more sweets than me”. The mother 
explains that the child has eaten hers faster than her baby sister. The child takes one 
of her sister’s sweets. The sibling cries loudly.
(ill) Other 
Ignore (IG)
The child deliberately fails to respond to an explicit appeal for attention by the 
mother.
Question (Q)
Where the child seeks information from the mother.
Examples:
1. M: “We have to make the beds next”.
C: “Why?”
2. M: “Can you put this brick on top of that brick?”
C: “What?”
3. The child approaches the mother saying “Where’s it gone, mummy, where’s it 
gone?”
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Request (REQ)
Where the child expresses a desire for something which requires the mother’s help, 
co-operation or permission.
Examples:
1. ‘T want to help”
2. “Can I have a drink?”
3. “Wanna watch Playschool”
4. “Make me a ball”
5. Context: the observer can use the non-verbal or verbal context to judge that the 
child is requesting where the child’s vocalisation does not make it clear.
e.g. “Me do it” - can mean: “Let me do it” (REQ) 
or “I’ve done it” (CVA)
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Appendix 11
ID NUMBER:
PARENT PROGRAMME
PARENTAL VIEWS OF THE PROGRAMME
We have now met six times in which we have worked together using the parent 
programme. I  would like to ask you some questions about what you thought of the 
programme.
A. The Overall Programme
1. What did you think about the programme and what we did together?
2. Do you think the programme was: 
Helpful 
OK
Not helpful
At the beginning of the programme X  (child*s name) had a number of difficulties 
including...
3. Do you think X’s behaviour^ has changed?
 ^Any comments made spontaneously by the parent will be noted.
 ^ ‘Behaviour’ refers to the target behaviours that have been the focus o f the intervention.
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide.
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4. How would you describe X’s behaviour after the programme? 
Better 
Same 
Worse
When we began the programme you talked about what it was like being a parent In 
particular you sa id . . .
5. Has this changed?
6. How do you feel about being a parent after the programme? 
Better 
Same 
Worse
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide.
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B. The Format of the Programme
1. How did you feel about being visited at home?
2. How did you feel about being videotaped?
As part of the programme we watched some videos of other parents and their 
children.
3. What did you think of the videos we watched?
4. Do you think watching the videos were 
Helpful
OK
Not helpful
5. Do you think the videos were
Easy to understand
OK to understand 
Difficult to understand
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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We also talked about a number of different ways of being a parent, including ways 
of playing with your child and dealing with your child^s behaviour.
6. What did you think about talking to someone (me)?
7. Do you think talking to someone (me) was 
Helpful
OK
Not helpful
8. Do you think talking to someone (me) was 
Easy
OK
Difficult
9. What did you think of the information I talked about?
10. Do you think the information I talked about was
HelpfulOKNot helpful
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide.
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11. Do you think the information I talked about was 
Easy to understand 
OK to understand 
Difficult to understand
We also practised different ways of being a parent We practised some of the things 
we talked about and some of the things we saw on the videos.
12. What did you think about practising these different things?
13. Do you think practising different ways of being a parent was 
Helpful
OK
Not helpful
14. Do you think practising different ways of being a parent was 
Easy
OK
Difficult
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide.
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At the end of most of our meetings I  gave you some written handouts about some of 
the things we had talked about together.
15. What did you think about the handouts?
16. Do you think the handouts were 
Helpful
OK
Not helpful
17. Do you think the handouts were 
Easy to understand
OK to understand 
Difficult to understand
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide.
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C. Specific Parenting Techniques Taught
1. Do you think the programme helped you to learn about playing with your child?
Yes
No
Don’t know 
Comments:
2. Do you think the programme helped you to learn about dealing with your child’s behaviour?
Yes
No
Don’t know 
Comments:
3. What did you think about the information on playing with your child?
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide.
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4. Do you think learning about playing with your child was 
Helpful
OK
Not helpful
5. Do you think learning about playing with your child was 
Easy to understand
OK to understand 
Difficult to understand
6. Was learning about playing with your child 
Easy to use
OK to use 
Difficult to use
7. What did you think about the information on dealing with your child’s behaviour?
8. Do you think learning to deal with your child’s behaviour was
HelpfulOKNot helpful
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide.
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9. Do you think learning to deal with your child’s behaviour was 
Easy to understand
OK to understand 
Difficult to understand
10. Was learning to deal with your child’s behaviour 
Easy to use
OK to use 
Difficult to use
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide.
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D. Overall Programme Evaluation
1. What do you think you leamt from the programme?
2. What part of the programme was most helpful to you?
3. What part of the programme was least helpful to you?
4. What did you like most about the programme?
5. What did you like least about the programme?
6. Is there anything that could have made the programme better?
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide.
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7. Do you have anything else you would like to say about the programme?
Thank you for your time in answering these questions. Your help is greatly 
appreciated and will help in planning future parent programmes.
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide.
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Appendix 12
SELF-REFEXIVE INTERVIEW -  PRE RESEARCH WRITE-UP 
Context: Following data collection, before qualitative analysis 
Questions:
Why do you think it is important to do this research?
What was your reasons/motivation for doing this research?
What about you would bias the interpretation of results?
Why did you want to do this?
What still motivates you and interests you about this research?
How could that influence: what you chose to record
what you see on videotape 
your reading of your notes subsequently?
What are your motivation/passionate beliefs about this whole area?
What difficulties have you encountered whilst doing the research?
SELF-REFEXIVE INTERVIEW - POST RESEARCH WRITE-UP
Context: Now the research write-up is finished, looking back....
Questions:
• What have you leamt from the research?
• What do you think the value of this research is?
• What are the future directions following this research, where next?
• What would you do differently?
Prompts: Tell me more
Can you say more about this?
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Issues to consider (Adapted from Ahern, 1999)
Personal issues in undertaking this research
Taken for granted assumptions associated with your gender, race, socio­
economic status
Political milieu of your research
Where the power is held in relation to your research protect and where you 
belong in the power hierarchy
Your personal value systems and areas in which you know you are subjective 
Possible areas of potential role conflict e.g. are there particular types of people 
and/or situations with or in which you feel anxious annoyed at ease?
Is the publication of your findings likely to cause problems with a particular 
group of people? How might this influence who you approach or how you 
approach them?
Identify gatekeeper’ interests and consider the extent to which they are 
disposed favourably toward your project. (Potential role conflicts).
Recognise feelings that could indicate a lack of neutrality. E.g. avoiding 
situations in which you might experience negative feelings, seeking out 
situations in which you will experience positive feelings.
Is there anything new or surprising in your data collection or analysis? If not, 
is this cause or concern, or is it an indication of saturation?
Any blocks in the research process? How can these be re-ffamed?
Reflect on how you write up your account? Are you quoting from one family 
more than others? If so, why?
Is the supporting evidence in the literature really supporting the analysis or is it 
just expressing the same cultural background as you.
How could you solve any bias you have recognised in data collection or 
analysis?
How easy is it to abandon any preconceptions or biases you have 
acknowledged?
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Appendix 13
SUMMARY OF PARENT PROGRAMME
1. Playing with children.
2. Helping children learn through play.
3. Praising and rewarding children's 'good' behaviour.
4. Giving commands to  children.
5. Ignoring unwanted behaviour.
6. Summary o f  th e  above, questions and problem solving.
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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Appendix 14
H andout 1
PARENTS AND CHILDREN "HAVING FUN"
Why is play im portant fo r  children?
• Play helps children 's physical development. Running, jumping, laughing 
e tc . helps children to  be healthy and develop ways o f using th e ir  body.
• Play helps children to  learn. In  play children can discover, explore, use 
th e ir  imagination, solve problems and t e s t  out new ideas.
• Play helps children ex p ress  th e ir  feelings.
• Play helps children communicate th e ir  though ts, needs, problem s and 
feelings.
• W hen pretending in play children can t ry  being d if f e re n t  people such 
as mum, dad, te a c h e r , doctor. This gives them  a chance to  se e  th e  
world from  o th e r  people's points of view.
• Play helps children be crea tive . They can use th e ir  imagination and 
develop th e ir  though ts  and ideas.
• Play helps children develop w hat th ey  need to  g e t  on with o th e rs . I t  
helps them  to  learn to  sh a re  and play with o th e rs .
Play helps children in lots o f ways. I t  is im portant fo r  ad u lts  to  play with 
children and give children a place w here th ey  can play sa fe ly  so children 
can p rac tise  playing in d if fe re n t ways.
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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Handout 2
TOYS
Toys a re  im portant in helping children to  play. However, you do not always 
need to  buy expensive toys or th e  toys th a t  a re  shown on TV. Children 
have good imaginations and can tu rn  m ost o b je c ts  (e.g. a saucepan and 
spoon) into som ething to  play with.
Good toys are :
• S a fe .
W ithout sharp  edges.
• Simple.
Toys such as blocks, play dough and paints a re  good as th ey  allow 
children to
use th e ir  imagination.
• Allow children to do things with them.
Toys th a t  ju s t  need a child to  w atch them  do not allow th e  child to  play 
with them .
• Big and easy to  hold.
• Nice to touch.
• Tough (not easy to break).
• Help children to share and play with other children.
• Something that the child likes, is interested in and is for their age 
group.
• Toys you will like sharing with your child when you play together.
For example, a toy  drum th a t  makes a lot o f noise maybe fun fo r  your 
child b u t may annoy you.
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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H andout 3
HELPING YOUR CHILD LEARN THROUGH PLAY
• I f  your child has d ifficu lty  getting  s ta te d  choose an activ ity  th a t  th ey  
like or th ey  a re  in te re s te d  in.
• Once th e y  begin le t them  tak e  th e  lead and give them  a tten tio n .
• W hen your child seem s stuck  suggest you could do it to g e th e r  and wait 
fo r  your child to  te ll you if th ey  want help.
• Help your child move from  one play to  an o th er, fo r  exam ple, move from  
active play to  quiet play.
• Allow your child to  have some f r e e  play tim es with toys th a t  allow them  
to  be c rea tiv e  such as blocks, play dough and paints.
• Be p repared  th a t  your child may make some mess.
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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Do*.
• Follow your child's lead.
• W atch carefully  w hat your child does and s it  nearby, show in te re s t and 
a tten tio n  in th e ir  play.
• Give your child tim e to  th ink and explore.
• Talk about w hat your child is doing.
• Try to  ignore behaviour such as crying, whining and tan trum s.
• Copy w hat your child does and do w hat th ey  ask  you.
• Praise your child's ideas, creativ ity , imagination and e f fo r ts .
• Encourage your child. The im portant p a rt of play is "doing it" r a th e r  
than  "how well" th ey  a re  doing it.
• I f  you need to  give your child limits, point th e se  out clearly b u t also 
nicely.
For example, "You may not draw on th e  tab le , h e re  is some paper you 
can draw 
on instead".
• Try to  play with your child everyday.
Do not:
• Do not give lots of commands to  your child.
• Do not punish or c o rre c t th e ir  play.
• Do not change w hat th ey  do.
• Do not t r y  to  teach  instead o f playing.
• Do not go too  fa s t .
• Do not put your own ideas on th e  play, tak e  over th e  play o r do things 
fo r  your child.
• Do not ask too many questions.
• Do not give too  much help.
• Do not pay a tten tio n  to  unwanted behaviour.
• Do not give your child toys which a re  too d ifficu lt fo r  them  or above 
th e ir  age group.
• Do not ignore a child even if th ey  seem  to  be  playing happily by 
them selves.
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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Handout 4
TYPES OF PLAY. TOYS AND A C TIV IT IE S
T here  a re  fo u r d if fe re n t types of play:
1. Physical Ploy
Play gives children a chance to  run, jump, s tr e tc h ,  lif t, carry , reach , 
balance e tc . Physical play helps children's health , muscle developm ent and 
it helps them  to  use th e ir  hands and eyes.
Toys and activities that can be used In physical play:
1. Blocks.
2. Bikes, toy  tru ck s , cars, boats.
3. O utdoor toys: swings, slides, sand pit and toys fo r  pouring and filling 
with sand e tc .
4. Games such as hide and seek, tug  of war, chasing, follow th e  leader e tc .
2. Exploring Play
This type of play involves children solving problems, exploring and having 
control over th e  activity.
Toys and activities that can be used for exploring play:
1. Jigsaw  puzzles.
2. Sorting  and matching games.
3. Lego, blocks and o th e r  toys fo r  building things.
4. Crayons, f e l t  tip s, paint, paper, scisso rs e tc .
5. Play dough, clay, plasticine.
3. Games
Games have rules and a s e t  way of playing. M ost children under seven or
eight do not understand  th e  rules of board or card  gam es y e t.
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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Toys and activities that can be used for games;
1. Games with matching and grouping.
2. Dominoes.
3. Board games.
4. Card games fo r  children e.g. snap.
4. Make-Believe or Pretend Play
Children may begin to  p re tend  when th ey  a re  18 m onths old. M ost 3 year 
olds use p re ten d  play. I t  involves using ideas and pretending  one thing is 
an o th er thing.
Toys and activities that can be used for make-believe or pretend 
play:
1. Puppets.
2. Dressing up clothes.
3. Dolls, ted d y  b ears, cuddly toys, doll's co t, pram e tc ., toy  te a  s e ts ,  
saucepans e tc .
4. P retend  telephones, money, tills.
5. Sand and w ater, buckets, spades, jugs e tc .
6. P re tend  play ac tiv ities  e.g. shops.
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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Handout 5
EXAMPLES OF WAVS TO GIVE PRAISE
Some exam ples o f things you can say to  your child when th ey  have 
behaved in th e  way you want are:
1. "You did a good jo b  of ..."
2. " I like it when you ..."
3. "Good fo r  you fo r  ..."
4. "Good idea fo r  ..."
5. "You're doing very well"
6. "Look how well you did ..."
7. "That's a g re a t  way of ..."
8. "W hat a wonderful job  you've done of ..."
9. "I'm so happy you ..."
10. " I t  really pleases me when you ..."
11. "You're such a big g irl/boy  for..."
12. "Good boy/girl fo r  ..."
13. "Thank you fo r  ..."
14. "W hat a  nice job  of ..."
15. "You're doing ju s t  w hat I  want you to  do ..."
16. "That was really nice/good fo r  ..."
17. "I'm very proud of you fo r  ..."
18. "Great!"
19. "Brilliant!"
20. "Excellent!"
21. "Well done!"
PHYSICAL REWARDS
1. A hug
2. A kiss
3. A pat on th e  arm  or shoulder
4. Rubbing your child's head
5. A smile
6. Doing a fav o u rite  activ ity  e.g. reading a s to ry
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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A rew ard shows your child th ey  a re  doing well and th ey  will want to  t ry  
h arder. P raise and rew ard th e  behaviour you want.
When praising your child remember to:
• Make eye con tac t, move close and smile a t  your child.
• Tell th e  child w hat you a re  praising them  fo r.
• Praise with excitem en t and make a big deal o f it.
• Praise th e  behaviour s tra ig h t away a f te r  th e  child has done it.
• Say th e  p ra ise  and use a physical rew ard as well (e.g. a hug, kiss etc.).
• Don't wait fo r  th e  behaviour to  be p e r fe c t  b e fo re  praising.
• Praise your child in f ro n t of o thers.
• Use praise every tim e your child does som ething you want.
Sarah Lovekin - Oct, 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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H andout 6
EXAMPLES OF BEHAVIOUR TO  PRAISE
T hese a re  some exam ples of behaviour you might wont to  p ra ise  your child 
fo r:
1. Sharing
2. Talking nicely
3. Doing as asked
4. Eating nicely a t  meal tim es
5. Going to  bed  a f t e r  asked fo r  th e  f i r s t  tim e
6. Playing quietly
7. Turning down th e  television
8. Helping with th e  housework
9. G etting up quickly in th e  morning
10. Putting toys away
11. G etting d re ssed
12. Tidying up
Sarah Lovekin - Oct, 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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H andout 7
EXAMPLES OF COMMANDS
Remember:
• Give sh o rt commands.
• Make it c lear w hat you want your child to  do, tell them  exactly  w hat 
you want them  to  do.
• Try to  give "do" commands (tell them  what you wont them  to  do) not 
"stop" commands (telling them  w hat not to  do).
• Say commands positively and politely.
• Do not use questions (do not ask your child to  do something).
• Give your child tim e to  respond to  th e  command. Do not give an o th er 
command until th ey  have done w hat you said or five seconds have 
passed.
• Try not to  argue about commands.
• Ig n o re  your child's negative responses such as whining.
• Remember to  p raise  them  when th ey  have done w hat you asked.
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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Examples o f  good commands a re :
Walk slowly 
Talk quietly
Please put th e  c lo thes away
Colour it black
Keep your hands to  yourself
Please go to  bed
Keep th e  paint on th e  paper
W ash your hands
S e t th e  tab le
Make your bed
Examples o f  unhelpful commands a re :
Why don't we go to  bed now?
Don't shout 
S top  running 
S hut up
Don't do th a t  anymore 
Be nice 
Be good
Behave yourself
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H andout 8
IGNORING
Ignoring is a good way to  help stop  children's unwanted behaviour. Ignore 
th e  behaviour you don't want.
To ignore your child 's unw anted behaviour:
• Do not look a t  your child.
• Move away from  them .
• Do not have any expressions on your face.
• Do not ta lk  to  your child and ignore them  if th e y  ta lk  to  you.
• Begin ignoring as soon as th e  behaviour s ta r ts .
• Ig n o re  th e  behaviour every tim e it happens.
Remember when you ignore, th e  behaviour o f te n  g e ts  w orse b e fo re  it g e ts  
b e t te r .
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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Appendix 15
BEHAVIOUR RECORD
Behaviours I  want my child to do more:
1. 
2 .
3.
4.
5.
Behaviours I  want my child to do less: 
1.
2 .
3.
4.
5.
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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RECORD SHEET; IGNORE AND PRAISE
Week Commencing:
Behaviour Ignored
Behaviour Praised
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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Appendix 16
CONTENTS OF THE PARENT TRAINING PROGRAMME
The content of the parent training programme used in this research is based on The 
Parents and Children Series: Leader’s Guide (Webster-Stratton, 1989).
Not all topics in each session were covered with every family. The programme was 
tailored to fit with each family’s needs and therefore only the topics that were most 
salient to the family were covered.
SESSION 1 - Flaying with Children
Topics
• The value of play
Imposing your own ideas 
Following the child’s lead 
Pacing too fast 
Expecting too much 
Giving the child time 
Handling boredom 
Attention 
Power Struggles
Handouts
• Handout 1 : Parents and children “having fun’
• Handout 2: Toys
Homework
• Play with your child for 10 minutes a day
• Read the handouts
Recording Sheets
• Play times
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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SESSION 2 - Play; Helping Children Learn Through Play 
Topics
• Play as a learning experience
• Question asking
• Descriptive commenting
• Criticism
• Being a good audience
• Problem solving
Handouts
• Handout 3 : Helping your child learn through play
• Handout 4: Type of play, toys and activities
Homework
• Play with your child for 10 minutes a day
• Practice using descriptive commenting and praise when playing with your child 
and observe the effect on your child
• Read the handouts
Recording Sheets
• Commenting & Praise
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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SESSION 3 - Praising and Rewarding Children’s Good Behaviour 
Topics
• The importance of using praise with children
• Effective praising
• Labelling praise
• Less effective praise
• Reward steps in the first direction
• Catch your child begin good
• The effect of praise
• Rejecting praise
• Physical warmth
• Doubling the impact
• The difference between rewards and bribes
• Recognising when to use the “first/then” rule
Handouts
• Handout 5 : Examples of ways to give praise
• Handout 6: Examples of behaviour to praise
Homework
• Choose one behaviour you would like your child to engage in more frequently 
(identified in the session using the behaviour record). Praise it every time it occurs 
in the week and observe the effect on your child
• Read the handouts
Recording Sheets
• Praise
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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SESSION 4 - Giving Commands to Children 
Topics
• Using effective commands
• Avoid using unnecessary commands
• Unclear and vague commands, chain, “let’s” and question commands
• Clear and specific commands
• Providing positive alternatives
• Negative commands
• Positive commands
• Praise compliance
• “When/then” commands
• Warnings and helpful reminders
• Problem-solving approaches
Handouts
• Handout 7: Examples of commands 
Homework
• Play with your child for 10 minutes a day
• When playing try to reduce the number of commands to those that are most 
important
• Praise your child every time they comply with a command
• Read the handout
Recording Sheets
• Commands
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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SESSION 5 - Ignoring Unwanted Behaviour 
Topics
• Anticipating and avoiding frustration
• Showing disapproval
• Ignore and distract
Handouts
• Handout 8: Ignoring 
Homework
• Choose one behaviour you want to see less of (identified in the session using the 
behaviour record). Practice ignoring the behaviour every time it occurs and observe 
the effect on your child.
• Praise the opposite behaviour (identified in the session using the behaviour record) 
every time it occurs and observe the effect on your child.
• Read the handout.
Recording Sheets
• Praise
• Ignoring
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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SESSION 6 - Summary, Questions and Problem Solving
Topics Covered
• Review the content of the previous five sessions, handouts and homework tasks
• Any questions?
• Have any particular problems arisen when trying to use some of the strategies 
discussed? Problem-solving.
• Who to ask for further help.
• Predict relapses and plan and rehearse what to do if this happens, for example, who 
to talk to (both professionals and family and friends), go back to the handouts.
• Generalisation - list potential behaviour problems and suggest strategies to deal 
with them.
• Maintenance - how will the parent remember the techniques learnt? Suggest 
strategies that may help, for example, putting the handouts somewhere accessible 
as reminders of specific concepts, reviewing the handouts with someone else 
regularly.
Sarah Lovekin - Oct. 2000
Adapted from Webster-Stratton (1989). The Parents and Children Series: Leader’s Guide
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Appendix 17
STANDARDISED PROCEDURES - BASELINE MEASURES
If possible arrange to meet in parent’s home.
Arrange a time when they are free of other commitments.
If possible arrange that the parent is alone to complete the questionnaires and the child 
joins her for the video.
A card will have been left from the previous meeting to remind parents of this meeting 
and there will be a telephone reminder regarding date and time of meeting beforehand.
PART ONE - QUESTIONNAIRES/ASSESSMENTS
• Introduce myself and the project to the parent.
My name is Sarah Lovekin and I am training to be a Clinical Psychologist. We 
met before and talked about the project I am doing as part of my training.
Thank you for taking part in the project. As I told you before the project is 
about testing a parent training programme. We will be doing a parent 
programme together that helps you learn more about being a parent and doing 
things with your child. It especially helps you play with your child and deal 
with your child’s behaviour. The programme will involve watching some 
videos of other parents and their children and talking about different ways of 
being a parent and things you can do with your child. We will also practise the 
things we talk about. I want to see if this programme is helpful. Do you have 
any questions you want to ask?
• Discuss what we will be doing today.
Today, I want to find out more about you and your child. I will ask you some 
questions about yourself, your child and what it is like being a parent, I would 
also like to do some puzzles and word games with you to find out what you are 
good at. Then later on I would like to video you and your child together. We 
can talk about this a bit more later on after we have done the questionnaires.
We can take a break any time you want. Do you have any questions about 
what we will be doing today?
• Introduce Questionnaires
We know that all parents are different and all children are different. We also 
know that there are many different and OK ways of being a parent. I want to 
find out a bit more about you and your child. I will go through some
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questionnaires with you. I will read out the questions and you can tell me your 
answers and I will write these down. There are no wrong or right answers, just 
tell me what you think.
• Demographic Information (if not completed from the file)
First, I would like to ask you a few general questions. If you are not sure of an 
answer or what a question means that is OK, just tell me.
Ask remaining questions on demographic information sheet - answers not found in the 
file.
• Behaviour Screening Questionnaire (BSQ)
Thank you. Now I would like to ask you some questions about your child.
Firstly, I would like to ask you about X’s behaviour. How would you describe 
X’s behaviour?
Write down response as stated.
Now I have some other questions I would like to ask you about X. I will ask 
you about X’s eating, sleeping, how he/she gets on with other children and 
his/her behaviour. There are no right or wrong answers, just tell me what X 
does. If you are not sure of an answer or you are not sure what a question 
means that is OK just tell me. Do you have any questions about this?
Administer BSQ - questions should be asked as stated on questionnaire.
• Parenting Stress Index (PSI)
Thank you. Now I would like to ask you some questions about being a parent. 
Firstly, how do you feel about being a parent?
Write down response as stated.
Now I would like to ask you some more questions about being a parent. I will 
read you a sentence and I would like you to point to the answer that you think. 
(Show card with responses on). The answers you can choose from are 
‘strongly agree’ with the sentence I read out, ‘agree’ with the sentence, ‘not 
sure’, ‘disagree’ or ‘strongly disagree’ with the sentence. Just point to the 
answer which most shows what you think about the sentence I read out. There 
are no right or wrong answers, just tell me what you think. If you are not sure
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of an answer or you are not sure what a sentence means that is OK just tell me. 
Do you have any questions about this?
Give example question'.
For example if I said to you “I enjoy going to the cinema” which answer 
would you choose - strongly agree, agree, not sure, disagree or strongly 
disagree (point to each one).
On a few questions I will show you a different card which has different 
answers to choose from.
Administer PSI.
• Short-Form WAIS-R
Now I would like to do some puzzles and word games with you to find out 
what you are good at. Most of the puzzles and word games get harder as they 
go along, so it is OK if you cannot do all of them.
Administer Short-Form WAIS-R.
Parental expectations of the programme
I have asked you some questions about X and also how you feel about being a 
parent. I would now like to ask you what you want from the parent 
programme.
What would you like the parent programme to help you with?
Ending Part One
Thank you for your help. Do you have any questions you would like to ask 
about any of the things we have just done? I would now like to use the video 
but we can have a break first if you want. We will need X (child) to join us for 
the video (if not already there).
NB - It is anticipated there will be a break here. If the child is not already present this 
would be the time they would join us. This may mean the parent leaving to collect the 
child, therefore the researcher may also need to leave and return at a later time 
arranged with the parent.
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PART TWO -VIDEO 
• Introduce and Explain Video Procedure
Now I want to get an idea about what normally happens when you and your 
child are at home together. To do this I want to video you and your child. 
Although no-one likes being videoed we have found it is a good way of seeing 
what happens and finding ways to change. The video will help us learn more 
about how you and your child play together and help us decide what we are 
going to look at in the parent programme. We can watch some of the video 
together when we are doing the parent programme. The video will only be 
seen by me and my supervisor and I will not show it to anyone else.
There are lots of different and OK ways parents play with their children. I 
would like you just to do what you would normally do when at home with 
your child. It is common for children of X’s age to do things that might be 
embarrassing in front of a visitor or be difficult. This is normal and OK.
I want to video you for about thirty minutes just doing whatever you would 
normally when you are at home. Please just behave as you usually would when 
at home so I can build up a picture of how you and your child spend your time 
at home together. Then I want to video you and your child playing together for 
about fifteen minutes. I will tell you more about this later.
When the video is switched on I will not talk to you or X.
It would be helpful if the TV is switched off when the video is on.
Set up and start the video camera.
The video is now recording. Please just behave as you would normally when at 
home.
Video thirty minutes unstructured parent-child interaction. After thirty minutes stop 
video.
Thank you. Now I would like to video you and your child playing together for 
fifteen minutes. (Go over above information again if needed). I will give you 
some toys to play with. Do you have any questions about this?
Set up and start the video camera.
I have now started the video.
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• Introduce “Story to Tell” book (five minutes with the book).
I have a book here for you to look at with X.
Give Story to Tell Book to parent and child.
• Introduce standardised toys (five minutes play with the toys).
Now I have some other toys for you to play with.
Put out toys for parent and child (Puppets, fe lt tip pens and paper and Lego bricks. 
(Child should not have seen the toys before this point to facilitate their attention 
turning to the toys).
• Standardised tidying up task introduced.
Now can you ask/tell X to put the toys I gave you away in their box/bag.
Allow five minutes for standardised task. Intervene after five minutes i f  task has not 
been completed.
Guidelines for intervention during video recording:
If it is possible there should be no intervention and no interaction with the parent or 
child throughout video recording. Except when introducing toys and task.
If the child does something considered dangerous, for example, puts a small toy in 
their mouth or climbs on the windowsill etc., wait to see if the parent intervenes. If 
they do not, say to the parent they need to stop the child because their behaviour is 
dangerous. If parent is out of the room and the child does something considered 
dangerous, the researcher calls the parent back into the room.
At the end of the video:
Thank you. How did that feel? How did it feel to be videoed? Do you have any 
questions you would like to ask?
(Parents can have a copy of the video if they ask for it).
Ending the Session:
Thank you for your help today. Do you have any questions you would like to 
ask me about what we have done today? The next time we meet we can talk a
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bit more about what we have done today and I will tell you some more about 
the parent programme.
Arrange dates and times for next sessions - write these out for parent (if not already 
arranged). Check it is OK to meet at their home.
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Appendix 18
Raw Data from the Video Coding of Parent-Child Interaction 
FAMILY 1 - Frequencies of Maternal Affect and Behaviour Observed in Parent-Child 
Interaction During Thirty Minutes of Unstructured Time
Positive Affect Codes Baseline Post Intervention Follow-Up
CFT 5 2 0
MAT 6 5 7
MS 3 2 3
PR 2 22 20
+ 4 26 18
Total 20 57 48
Negative Affect Codes
AG 2 0 0
GRIT 0 0 0
DPV 2 0 1
DSM 2 0 0
NPG 0 0 0
- 13 5 2
REJ 0 0 0
TSE 2 0 0
THR 7 0 1
Total 28 5 4
Cognitive Develop
DBS 0 2 1
BLAB 0 0 1
EXP 2 2 1
TCH 13 16 18
Total 15 20 21
Positive Play Codes
CONF 0 0 0
FAC 6 10 11
IMT 0 0 0
Total 6 10 11
Control Codes
IG 0 0 0
INS 83 69 72
NC 0 0 0
ORD 7 1 2
Total 90 70 74
Positive Control
DIS 1 0 1
PER 0 4 2
Total 1 4 3
Seeking Info/Help
Q 20 18 20
REQ 0 6 2
Total 20 24 22
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FAMILY 1 - Frequencies of Child Affect and Behaviour Observed in Parent-Child 
Interaction During Thirty Minutes Unstructured Time
Positive Affect Codes Baseline Post Intervention Follow-Up
CAT 1 0 0
CS 10 8 8
+ 3 2 2
Total 14 10 10
Negative Affect Codes
AG 1 0 0
CRY 31 11 6
DEST 0 0 0
- 0 0 0
RU 0 0 0
THR 0 0 0
WH 6 2 1
Total 38 13 7
Positive Play
DES 8 10 8
IMT 0 0 0
Total 8 10 8
Control Codes
IG 0 0 0
INS 0 0 0
MSB 0 0 0
NC 24 15 18
OPP 5 0 1
QUA 0 0 0
Total 29 15 19
Positive Control
CC 15 20 18
Seeking
Information/Help
Q 0 0 0
REQ 0 0 0
Total 0 0 0
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FAMILY 1 - Frequencies of Mother Affect and Behaviour Observed in Parent-Child 
Interaction During Standardised Tasks
Positive Affect Codes Baseline Post Intervention Follow-Up
CFT 0 0 0
MAT 0 4 2
MS 1 2 1
PR 13 28 24
+ 13 28 20
Total 27 62 47
Negative Affect Codes
AG 0 0 0
CRIT 0 0 0
DPV 2 0 0
DSM 0 0 0
NPG 0 0 0
- 4 2 1
REJ 0 0 0
TSE 0 0 0
THR 0 0 0
Total 6 2 1
Cognitive
Development Codes
DES 0 6 2
ELAB 0 1 0
EXP 0 1 0
TCH 47 72 63
Total 47 80 65
Positive Play Codes
CONF 0 0 0
FAC 8 10 9
IMT 0 0 0
Total 8 10 9
Control Codes
IG 0 0 0
INS 44 32 30
NC 0 0 0
ORD 0 0 0
Total 44 32 30
Positive Control
DIS 0 0 0
PER 0 0 0
Total 0 0 0
Seeking Info/Help
0 27 32 30
REQ 1 1 3
Total 28 33 33
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FAMILY 1 - Frequencies of Child Affect and Behaviour Observed in Parent-Child 
Interaction During Standardised Tasks
Positive Affect Codes Baseline Post Intervention Follow-Up
CAT 0 0 0
CS 4 8 7
+ 0 2 2
Total 4 10 9
Negative Affect Codes
AG 0 0 0
CRY 2 0 0
DEST 0 0 0
- 0 0 0
RU 0 0 0
THR 0 0 0
WH 1 1 1
Total 3 1 1
Positive Play
DES 28 43 37
IMT 0 2 3
Total 28 45 40
Control Codes
IG 0 0 0
INS 0 0 0
MSB 0 0 0
NC 9 8 6
OPP 3 0 0
QUA 0 0 0
Total 12 8 6
Positive Control
CC 6 12 13
Seeking
Information/Help
0 0 0 0
REQ 0 0 0
Total 0 0 0
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FAMTTiY 2 - Frequencies of Maternai Affect and Behaviour Observed in Parent-Child 
Interaction During Thirty Minutes Unstructured Time
Positive Affect Codes Baseline Post Intervention Follow-Up
CFT 0 1 0
MAT 1 1 0
MS 2 4 4
PR 2 4 5
+ 5 6 6
Total 10 16 15
Negative Affect Codes
AG 0 0 0
CRIT 0 0 0
DPV 2 3 0
DSM 0 0 0
NPG 0 0 0
- 12 10 13
REJ 0 0 0
TSE 0 0 0
THR 2 4 0
Total 16 17 13
Cognitive
Development Codes
DES 4 6 5
ELAB 0 1 0
EXP 0 0 0
TCH 2 1 3
Total 6 8 8
Positive Play Codes
CONF 0 0 0
FAC 5 8 6
IMT 0 0 0
Total 5 8 6
Control Codes
IG 0 0 0
INS 41 38 35
NC 12 8 7
ORD 8 4 4
Total 61 50 46
Positive Control
DIS 2 0 1
PER 2 8 6
Total 4 8 7
Seeking
Information/Help
0 15 16 13
REQ 5 7 8
Total 20 23 21
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FAMJLY 2 - Frequencies of Child Affect and Behaviour Observed in Parent-Child 
Interaction During Thirtv Minutes Unstructured Time
Positive Affect Codes Baseline Post Intervention Follow-Up
CAT 1 0 0
CS 4 5 3
+ 2 3 3
Total 7 8 6
Negative Affect Codes
AG 2 0 1
CRY 0 1 10
DEST 2 0 1
- 10 16 12
RU 8 5 4
THR 2 2 0
WH 6 3 6
Total 30 27 34
Positive Play
DES 8 9 11
IMT 0 0 . 0
Total 8 9 11
Control Codes
IG 6 5 2
INS 12 16 13
MSB 4 3 1
NC 23 19 20
OPP 12 8 3
QUA 0 0 0
Total 57 51 39
Positive Control
CC 7 6 10
Seeking
Information/Help
0 19 16 17
REQ 16 14 13
Total 35 30 30
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FAMILY 2 - Frequencies of Maternai Affect and Behaviour Observed in Parent-Child 
Interaction During Standardised Tasks
Positive Affect Codes Baseline Post Intervention Follow-Up
CFT 1 0 0
MAT 1 1 0
MS 2 4 3
PR 2 4 4
+ 6 5 4
Total 12 14 11
Negative Affect Codes
AG 0 0 0
CRIT 0 0 0
DPV 1 3 1
DSM 0 0 1
NPG 0 0 0
- 6 5 8
REJ 0 0 0
TSE 0 0 0
THR 1 2 2
Total 8 10 12
Cognitive
Development Codes
DES 6 3 10
ELAB 1 3 0
EXP 3 2 2
TCH 22 18 16
Total 32 26 28
Positive Play
CONF 0 0 0
FAC 3 11 9
IMT 0 0 0
Total 3 11 9
Control Codes
IG 0 0 0
INS 21 25 31
NC 10 6 3
ORD 2 7 3
Total 33 38 37
Positive Control
DIS 1 0 1
PER 3 2 4
Total 4 2 5
Seeking
Information/Help
0 19 21 22
REQ 6 7 4
Total 25 28 26
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FAMILY 2 - Frequencies of Child Affect and Behaviour Observed in Parent-Child 
Interaction During Standardised Tasks
Positive Affect Codes Baseline Post Intervention Follow-Up
CAT 1 1 0
CS 6 5 4
+ 4 6 5
Total 11 12 9
Negative Affect Codes
AG 2 2 1
CRY 0 1 2
DEST 0 0 0
- 10 12 14
RU 5 4 4
THR 0 1 0
WH 4 3 5
Total 21 23 26
Positive Play
DES 25 21 20
IMT 0 0 0
Total 25 21 20
Control Codes
IG 2 4 6
INS 19 16 18
MSB 4 1 2
NC 12 20 17
OPP 2 1 2
QUA 0 0 0
Total 39 42 45
Positive Control
CC 9 8 10
Seeking
Information/Help
0 40 42 31
REQ 4 1 2
Total 44 43 33
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FAMILY 3 - Frequencies of Maternai Affect and Behaviour Observed in Parent-Child 
Interaction During Thirtv Minutes Unstructured Time
Positive Affect Codes Baseline Post Intervention Follow-Up
CFT 0 1 0
MAT 0 2 1
MS 7 6 5
PR 10 18 20
+ 9 20 20
Total 26 47 46
Negative Affect Codes
AG 0 0 0
CRIT 0 0 0
DPV 3 5 4
DSM 0 0 0
NPG 0 0 0
- 5 5 6
REJ 0 0 0
TSE 0 0 0
THR 2 0 0
Total 10 10 10
Cognitive
Development Codes
DES 15 20 18
ELAB 0 2 2
EXP 8 10 7
TCH 0 2 4
Total 23 34 31
Positive Play Codes
CONF 2 0 1
FAC 16 18 15
IMT 1 0 0
Total 19 18 16
Control Codes
IG 0 0 0
INS 37 29 35
NC 0 0 1
ORD 0 0 1
Total 37 29 37
Positive Control
DIS 0 0 1
PER 0 0 1
Total 0 0 2
Seeking
Information/Help
0 28 30 27
REQ 0 2 5
Total 28 32 32
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FAMILY 3 - Frequencies of Child Affect and Behaviour Observed in Parent-Child 
Interaction During Thirtv Minutes Unstructured Time
Positive Affect Codes Baseline Post Intervention Follow-Up
CAT 0 1 0
CS 5 5 7
+ 1 6 7
Total 6 12 14
Negative Affect Codes
AG 1 0 0
CRY 1 0 0
DEST 0 0 0
- 23 16 13
RU 5 3 2
THR 0 0 0
WH 7 5 5
Total 37 24 20
Positive Play
DES 31 29 35
IMT 0 0 0
Total 31 29 35
Control Codes
IG 0 0 0
INS 23 25 27
MSB 0 1 0
NC 21 15 18
OPP 13 7 8
QUA 5 6 8
Total 62 54 61
Positive Control
CC 4 7 9
Seeking
Information/Help
0 26 31 38
REQ 13 12 11
Total 39 43 49
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FAMILY 3 - Frequencies of Maternai Affect and Behaviour Observed in Parent-Child 
Interaction During Standardised Tasks
Positive Affect Codes Baseline Post Intervention Follow-Up
CFT 0 0 0
MAT 1 3 2
MS 0 2 2
PR 3 8 9
+ 3 10 12
Total 7 23 25
Negative Affect Codes
AG 0 0 0
CRIT 0 0 0
DPV 0 2 4
DSM 0 0 0
NPG 0 0 0
- 0 4 6
REJ 0 0 0
TSE 0 0 0
THR 0 0 0
Total 0 6 10
Cognitive
Development Codes
DES 2 10 13
ELAB 21 16 15
EXP 11 8 10
TCH 39 45 42
Total 73 79 80
Positive Play Codes
CONF 3 2 4
FAC 12 15 8
IMT 0 0 0
Total 15 17 12
Control Codes
IG 0 0 0
INS 37 42 45
NC 6 8 4
ORD 0 1 1
Total 43 51 50
Positive Control
DIS 0 2 0
PER 5 4 2
Total 5 6 2
Seeking
Information/Help
Q 42 37 45
REQ 0 4 6
Total 42 41 51
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FAMILY 3 - Frequencies of Child Affect and Behaviour Observed in Parent-Child 
Interaction During Standardised Tasks
Positive Affect Codes Baseline Post Intervention Follow-Up
CAT 0 2 1
CS 4 8 6
+ 2 5 6
Total 6 15 13
Negative Affect Codes
AG 1 0 0
CRY 5 0 0
DEST 0 0 0
- 10 18 18
RU 0 0 1
THR 0 0 0
WH 5 8 6
Total 21 26 25
Positive Play
DES 38 27 32
IMT 0 0 0
Total 38 27 32
Control Codes
IG 0 0 0
INS 24 32 28
MSB 0 1 1
NC 20 22 21
OPP 12 10 8
QUA 5 6 10
Total 61 71 68
Positive Control
CC 1 4 6
Seeking
Information/Help
Q 15 21 23
REQ 8 6 6
Total 23 27 29
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FAMILY 4 - Frequencies of Maternai Affect and Behaviour Observed in Parent-Child 
Interaction During Thirtv Minutes Unstructured Time
Positive Affect Codes Baseline Post Intervention Follow-Up
CFT 0 0 0
MAT 0 0 0
MS 0 0 0
PR 1 0 0
+ 2 1 1
Total 3 1 1
Negative Affect Codes
AG 0 0 0
CRIT 0 2 0
DPV 8 6 6
DSM 6 5 4
NPG 1 0 0
- 24 28 25
REJ 2 3 2
TSE 2 4 2
THR 4 2 4
Total 47 50 43
Cognitive
Development Codes
DES 0 2 3
ELAB 0 0 0
EXP 0 1 0
TCH 0 2 2
Total 0 5 5
Positive Play Codes
CONF 0 0 0
FAC 2 2 1
IMT 0 0 0
Total 2 2 1
Control Codes
IG 3 4 3
INS 25 42 39
NC 5 3 5
ORD 7 5 7
Total 40 54 54
Positive Control
DIS 0 0 0
PER 0 0 0
Total 0 0 0
Seeking
Information/Help
0 5 8 7
REQ 5 8 8
Total 10 16 15
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FAMILY 4 - Frequencies of Child Affect and Behaviour Observed in Parent-Child 
Interaction During Thirtv Minutes Unstructured Time
Positive Affect Codes Baseline Post Intervention Follow-Up
CAT 2 0 0
CS 6 7 5
+ 12 10 10
Total 20 17 15
Negative Affect Codes
AG 0 0 0
CRY 0 0 0
DEST 0 0 0
- 3 4 6
RU 0 0 0
THR 0 0 0
WH 3 3 2
Total 6 7 8
Positive Play
DES 26 28 24
IMT 0 0 0
Total 26 28 24
Control Codes
IG 0 2 0
INS 7 6 5
MSB 0 1 0
NC 8 12 15
OPP 3 4 5
QUA 0 0 0
Total 18 25 25
Positive Control
CC 15 22 19
Seeking
Information/Help
0 30 35 32
REQ 1 2 3
Total 31 37 35
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FAMILY 4 - Frequencies of Maternai Affect and Behaviour Observed in Parent-Child 
Interaction During Standardised Tasks
Positive Affect Codes Baseline Post Intervention Follow-Up
CFT 0 0 0
MAT 0 1 0
MS 0 1 1
PR 1 2 2
+ 1 1 1
Total 2 5 4
Negative Affect Codes
AG 0 0 0
CRIT 2 3 1
DPV 6 5 5
DSM 3 1 3
NPG 0 0 0
- 20 15 21
REJ 3 4 5
TSE 2 1 2
THR 2 1 2
Total 38 30 39
Cognitive
Development Codes
DES 6 4 7
ELAB 0 0 0
EXP 0 0 0
TCH 15 18 14
Total 21 22 21
Positive Play Codes
CONF 0 0 0
FAC 3 4 2
IMT 0 0 0
Total 3 4 2
Control Codes
IG 0 0 3
INS 26 28 34
NC 5 4 7
ORD 8 6 8
Total 39 38 52
Positive Control
DIS 0 0 0
PER 0 0 0
Total 0 0 0
Seeking
Information/Help
0 17 23 21
REQ 0 0 0
Total 17 23 21
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FAMILY 4 - Frequencies of Child Affect and Behaviour Observed in Parent-Child 
Interaction During Standardised Tasks
Positive Affect Codes Baseline Post Intervention Follow-Up
CAT 1 0 0
CS 3 4 5
+ 6 4 5
Total 10 8 10
Negative Affect Codes
AG 0 0 0
CRY 0 0 0
DEST 0 0 0
- 2 3 4
RU 0 0 1
THR 0 0 0
WH 0 3 2
Total 2 6 7
Positive Play
DES 9 17 15
IMT 0 0 0
Total 9 17 15
Control Codes
IG 0 0 1
INS 13 12 15
MSB 0 0 1
NC 8 10 13
OPP 0 2 3
QUA 0 0 0
Total 21 24 33
Positive Control
CC 18 15 12
Seeking
Information/Help
0 10 12 15
REQ 0 2 2
Total 10 14 17
PsychD in Clinical Psychology 461
M ajor Research Project
FAMILY 5 - Frequencies of Maternai Affect and Behaviour Observed in Parent-Child 
Interaction During Thirtv Minutes Unstructured Time
Positive Affect Codes Baseline Post Intervention Follow-Up
CFT 0 0 0
MAT 0 1 1
MS 2 5 6
PR 1 5 4
+ 4 7 5
Total 7 18 16
Negative Affect Codes
AG 0 0 0
CRIT 0 0 0
DPV 0 0 0
DSM 0 0 0
NPG 0 0 0
- 0 0 0
REJ 0 0 0
TSE 0 0 0
THR 0 0 0
Total 0 0 0
Cognitive
Development Codes
DES 0 5 4
ELAB 0 2 1
EXP 0 0 0
TCH 1 2 2
Total 1 9 7
Positive Play Codes
CONF 0 0 0
FAC 5 10 9
IMT 2 0 1
Total 7 10 10
Control Codes
IG 1 0 0
INS 4 5 6
NC 1 0 0
ORD 0 0 0
Total 6 5 6
Positiye Control
DIS 0 0 0
PER 0 0 0
Total 0 0 0
Seeking
Information/Help
0 0 12 6
REQ 2 1 1
Total 2 13 7
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FAMILY 5 - Frequencies of Child Affect and Behaviour Observed in Parent-Child 
Interaction During Thirtv Minutes Unstructured Time
Positive Affect Codes Baseline Post Intervention Follow-Up
CAT 0 1 0
CS 2 5 6
+ 0 6 2
Total 2 12 8
Negative Affect Codes
AG 0 0 0
CRY 0 0 0
DEST 0 0 0
- 0 0 2
RU 0 0 0
THR 0 0 0
WH 0 0 0
Total 0 0 2
Positive Play
DES 0 2 3
IMT 0 0 0
Total 0 2 3
Control Codes
IG 0 0 0
INS 0 10 8
MSB 1 0 1
NC 4 2 4
OPP 0 0 1
QUA 0 0 0
Total 5 12 14
Positive Control
CC 2 2 2
Seeking
Information/Help
Q 0 5 6
REQ 0 0 1
Total 0 5 7
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FAMILY 5 - Frequencies of Maternai Affect and Behaviour Observed in Parent-Child 
Interaction During Standardised Tasks
Positive Affect Codes Baseline Post Intervention Follow-Up
CFT 0 0 0
MAT 4 3 4
MS 2 3 4
PR 2 4 3
+ 3 6 5
Total 11 16 16
Negative Affect Codes
AG 0 0 0
CRIT 0 0 0
DPV 0 0 0
DSM 0 0 0
NPG 0 0 0
- 0 1 0
REJ 0 0 0
TSE 0 0 0
THR 0 0 0
Total 0 1 0
Cognitive
Development Codes
DES 2 4 5
ELAB 0 0 0
EXP 0 0 0
TCH 16 20 18
Total 18 24 23
Positive Play Codes
CONF 0 1 0
FAC 6 5 6
IMT 0 0 0
Total 6 6 6
Control Codes
IG 0 0 0
INS 8 7 9
NC 0 0 0
ORD 0 0 0
Total 8 7 9
Positive Control
DIS 0 0 0
PER 0 0 0
Total 0 0 0
Seeking
Information/Help
Q 5 6 6
REQ 0 1 1
Total 5 7 7
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FAMILY 5 - Frequencies of Child Affect and Behaviour Observed in Parent-Child 
Interaction During Standardised Tasks
Positive Affect Codes Baseline Post Intervention Follow-Up
CAT 3 2 2
CS 5 6 5
+ 6 5 6
Total 14 13 13
Negative Affect Codes
AG 0 0 0
CRY 0 0 0
DEST 0 0 0
- 0 1 0
RU 0 0 0
THR 0 0 0
WH 0 0 0
Total 0 1 0
Positive Play
DES 8 10 11
IMT 0 0 0
Total 8 10 11
Control Codes
IG 0 0 0
INS 9 6 10
MSB 0 0 1
NC 6 2 5
OPP 0 0 0
QUA 0 0 0
Total 15 8 16
Positive Control
CC 2 5 4
Seeking
Information/Help
0 10 8 12
REQ 0 0 1
Total 10 8 13
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FAMILY 6 - Frequencies of Maternai Affect and Behaviour Observed in Parent-Child 
Interaction During Thirtv Minutes Unstructured Time
Positive Affect Codes Baseline Post Intervention Follow-Up
CFT 0 0 0
MAT 1 0 1
MS 6 15 8
PR 3 19 10
+ 6 21 11
Total 16 55 30
Negative Affect Codes
AG 0 0 0
CRIT 0 0 0
DPV 0 0 0
DSM 0 0 0
NPG 0 0 0
- 0 0 0
REJ 0 0 0
TSE 0 0 0
THR 0 0 0
Total 0 0 0
Cognitive
Development Codes
DES 0 15 10
ELAB 0 6 3
EXP 0 0 0
TCH 0 6 2
Total 0 27 15
Positive Play Codes
CONF 0 0 0
IMT 6 1 1
FAC 15 30 18
Total 21 31 19
Control Codes
IG 0 0 0
INS 24 6 8
NC 0 0 1
ORD 0 0 0
Total 24 6 9
Positive Control
DIS 0 0 0
PER 0 0 0
Total 0 0 0
Seeking
Information/Help
0 0 36 30
REQ 6 3 3
Total 6 39 33
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FAMILY 6 - Frequencies of Child Affect and Behaviour Observed in Parent-Child 
Interaction During Thirtv Minutes Unstructured Time
Positive Affect Codes Baseline Post Intervention Follow-Up
CAT 0 0 0
CS 0 12 6
+ 0 10 6
Total 0 22 12
Negative Affect Codes
AG 0 0 0
CRY 0 0 0
DEST 0 0 0
- 0 0 0
RU 0 0 0
THR 0 0 0
WH 0 0 0
Total 0 0 0
Positive Play
DES 6 27 12
IMT 0 1 0
Total 6 28 12
Control Codes
IG 0 0 0
INS 0 9 8
MSB 0 0 0
NC 12 0 6
OPP 0 0 0
QUA 0 0 0
Total 12 9 14
Positive Control
CC 6 6 2
Seeking
Information/Help
0 0 15 8
REQ 0 0 0
Total 0 15 8
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FAMILY 6 - Frequencies of Maternai Affect and Behaviour Observed in Parent-Child 
Interaction During Standardised Tasks
Positive Affect Codes Baseline Post Intervention Follow-Up
CFT 0 0 0
MAT 6 4 3
MS 5 4 3
PR 3 15 10
+ 4 16 14
Total 18 39 30
Negative Affect Codes
AG 0 0 0
CRIT 0 0 0
DPV 0 0 0
DSM 0 0 0
NPG 0 0 0
- 0 0 0
REJ 0 0 0
TSE 0 0 0
THR 0 0 0
Total 0 0 0
Cognitive
Development Codes
DES 15 28 24
ELAB 2 1 1
EXP 0 0 0
TCH 22 32 27
Total 39 61 52
Positive Play Codes
CONE 1 2 1
FAC 18 21 26
IMT 0 0 0
Total 19 23 27
Control Codes
IG 0 0 0
INS 18 15 16
NC 0 0 0
ORD 0 0 0
Total 18 15 16
Positive Control
DIS 0 0 0
PER 0 0 0
Total 0 0 0
Seeking
Information/Help
Q 22 35 28
REQ 4 2 2
Total 26 37 30
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FAMILY 6 - Frequencies of Child Affect and Behaviour Observed in Parent-Child 
Interaction During Standardised Tasks
Positive Affect Codes Baseline Post Intervention Follow-Up
CAT 1 3 2
CS 5 12 8
+ 7 8 10
Total 13 23 20
Negative Affect Codes
AG 0 0 0
CRY 0 0 0
DEST 0 0 0
- 0 1 1
RU 0 0 0
THR 0 0 0
WH 0 0 0
Total 0 1 1
Positive Play
DES 4 24 10
IMT 0 0 0
Total 4 24 10
Control Codes
IG 0 0 0
INS 4 6 8
MSB 0 0 0
NC 6 5 6
OPP 0 0 0
QUA 0 0 0
Total 10 11 14
Positive Control
CO 12 10 10
Seeking
Information/Help
0 3 8 6
REQ 0 0 0
Total 3 8 6
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Appendix 19
Percentile Ranks on the Domains and Subscales of the Parenting Stress Index
Family One
PARENTING STRESS BASELINE POST FOLLOW-UP
INDEX DOMAINS AND PERCENTILE INTERVENTION PERCENTILE
SUBSCALES RANKS PERCENTILE
RANKS
RANKS
Child Domain (CD) 95-99 90-95 90-95
Distractibility/Hyperactivity
(DI)
95-99 90 85-90
Adaptability (AD) 90 90 55
Reinforces Parent (RE) 85 85-90 90
Demandingness (DE) 95 90 85-90
Mood (MO) 90 85 85
Acceptability (AC) 95-99 80 95-99
Parent Domain (PD) 90-95 90-95 90-95
Competence (CO) 99+ 99+ 99+
Isolation (IS) 75 90-95 90
Attachment (AT) 75 85 85
Health (HE) 70 90-95 90-95
Role Restriction (RO) 90-95 80 90-95
Depression (DP) 75 75 75
Spouse (SP) 50 50 50
Life Stress (LS) 0 35 35
Total Stress (TS) 95 90-95 90-95
Key;
15th - 80th percentile = normal range
85th> percentile = presence of excessive stress and stressors
<15th percentile = absence of stressors and low stress levels
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Family Two
PARENTING STRESS 
INDEX DOMAINS AND 
SUBSCALES
BASELINE
PERCENTILE
RANKS
POST
INTERVENTION
PERCENTILE
RANKS
FOLLOW-UP
PERCENTILE
RANKS
Child Domain (CD) 99+ 95-99 90-95
Distractibility/Hyperactivity
(DI)
99+ 95 90-95
Adaptability (AD) 95-99 95-99 70
Reinforces Parent (RE) 85 80 85
Demandingness (DE) 95-99 95-99 95-99
Mood (MO) 85 90 75
Acceptability (AC) 95-99 95-99 95
Parent Domain (PD) 95-99 90-95 90-95
Competence (CO) 99+ 95-99 95-99
Isolation (IS) 95 90-95 75
Attachment (AT) 90 85 90
Health (HE) 85 50 65
Role Restriction (RO) 95 90 85
Depression (DP) 90 75 85
Spouse (SP) 90-95 90-95 95
Life Stress (LS) 0 0 0
Total Stress (TS) 99+ 95-99 90-95
Key:
15th - 80th percentile = normal range
85th> percentile = presence of excessive stress and stressors
<15th percentile = absence of stressors and low stress levels
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Family Three
PARENTING STRESS BASELINE POST FOLLOW-UP
INDEX DOMAINS AND PERCENTILE INTERVENTION PERCENTILE
SUBSCALES RANKS PERCENTILE
RANKS
RANKS
Child Domain (CD) 90-95 75-80 70
Distractibility/Hyperactivity
(DI)
90 65 35
Adaptability (AD) 95-99 70 70
Reinforces Parent (RE) 80 85 85
Demandingness (DE) 85 85 75
Mood (MO) 85 75 75
Acceptability (AC) 85 80 80
Parent Domain (PD) 85-90 80-85 65
Competence (CO) 70 75 40
Isolation (IS) 60 50 50
Attachment (AT) 65 75 50
Health (HE) 80 85 65
Role Restriction (RO) 70 65 25
Depression (DP) 80 75 80
Spouse (SP) 99+ 95-99 95-99
Life Stress (LS) 35 85 85
Total Stress (TS) 90-95 85 65-70
Key:
15th - 80th percentile = normal range
85th> percentile = presence of excessive stress and stressors
<15th percentile = absence of stressors and low stress levels
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Family Four
PARENTING STRESS BASELINE POST FOLLOW-UP
INDEX DOMAINS AND PERCENTILE INTERVENTION PERCENTILE
SUBSCALES RANKS PERCENTILE
RANKS
RANKS
Child Domain (CD) 95-99 95-99 95-99
Distractibility/Hyperactivity
(DI)
99+ 95-99 85-90
Adaptability (AD) 80-85 55 65
Reinforces Parent (RE) 99+ 90 99+
Demandingness (DE) 95-99 95-99 95-99
Mood (MO) 95 90 90
Acceptability (AC) 95 95 95-99
Parent Domain (PD) 90-95 90-95 90-95
Competence (CO) 90-95 85 75
Isolation (IS) 90 75 70
Attachment (AT) 95 90 90
Health (HE) 95-99 95 90-95
Role Restriction (RO) 90 90-95 90-95
Depression (DP) 70 60 50
Spouse (SP) 90-95 80 90-95
Life Stress (LS) 80 80 95
Total Stress (TS) 95-99 90-95 90-95
Key:
15th - 80th percentile = normal range
85th> percentile = presence of excessive stress and stressors
<15th percentile = absence of stressors and low stress levels
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Family Five
PARENTING STRESS 
INDEX DOMAINS AND 
SUBSCALES
BASELINE
PERCENTILE
RANKS
POST­
INTERVENTION
PERCENTILE
RANKS
FOLLOW-UP
PERCENTILE
RANKS
Child Domain (CD) 90-95 75-80 75
Distractibility/Hyperactivity
(DI)
85-90 85 80
Adaptability (AD) 55 65 65
Reinforces Parent (RE) 85 85 85
Demandingness (DE) 95 70 65
Mood (MO) 75 75 85
Acceptability (AC) 99+ 70 70
Parent Domain (PD) 95-99 90-95 90-95
Competence (CO) 99+ 99+ 95-99
Isolation (IS) 90 95 95
Attachment (AT) 95 80 95
Health (HE) 70 35 75
Role Restriction (RO) 90-95 70 65
Depression (DP) 90-95 70 75
Spouse (SP) 99+ 99+ 95-99
Life Stress (LS) 85 70 70
Total Stress (TS) 95-99 90-95 90-95
Key:
15th - 80th percentile = normal range
85th> percentile = presence of excessive stress and stressors
<15th percentile = absence of stressors and low stress levels
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Family Six
PARENTING STRESS BASELINE POST FOLLOW-UP
INDEX DOMAINS AND PERCENTILE PERCENTILE PERCENTILE
SUBSCALES RANKS RANKS RANKS
Child Domain (CD) 90-95 75-80 65-70
Distractibility/Hyperactivity 90 80 25
(DI)
Adaptability (AD) 90-95 80-85 65
Reinforces Parent (RE) 95-99 85 85
Demandingness (DE) 70 65 70
Mood (MO) 75 75 75
Acceptability (AC) 80 70 70
Parent Domain (PD) 90-95 90-95 85-90
Competence (CO) 99+ 95 90-95
Isolation (IS) 80 95-99 90
Attachment (AT) 85 75 80
Health (HE) 75 70 70
Role Restriction (RO) 80 80 55
Depression (DP) 60 75 50
Spouse (SP) 95 95-99 99+
Life Stress (LS) 0 35 35
Total Stress (TS) 90-95 90-95 80-85
Key:
15th - 80th percentile = normal range
85th> percentile = presence of excessive stress and stressors
<15th percentile = absence of stressors and loAV stress levels
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Appendix 20
FAMILY 1 - CLINICAL INFORMATION 
Nature of Referral Concerns
Susan’s participation in the research was suggested by a Clinical Psychologist, within 
a Community Adult LD Team in regard to help developing Susan’s parenting skills. 
Susan had been referred to this team for support following Carol’s birth. Susan’s 
Health Visitor also supported Susan’s participation because she had concerns 
regarding Susan’s ability to be positive with Carol and stay calm when Carol was 
exhibiting difficult behaviour. She also had concerns regarding Carol’s development, 
particularly her language development. At the beginning of the research, Carol had a 
few single words but appeared able to communicate through gestures, sounds and 
showing others what she wanted. Carol had been bom one month prematurely 
following Susan suffering from pre-eclampsia. There was no child protection concerns 
reported. Susan and Carol were known to the local Social Services Family Support 
Team who offered practical advice and support regarding issues such as benefits and 
contact with Carol’s biological father. Susan had no reported mental health problems. 
Susan had received no previous parent training except advice from her health visitor.
The Parent Training Programme
Susan was keen to participate in the parenting programme. Susan said she got 
“stressed out” with Carol’s behaviour and thought that Carol was compliant for others 
but not for her. She said she would like help getting Carol to do as she was asked. 
Particular difficulties included getting Carol to drink out of a beaker rather than a 
bottle, getting her to sleep in her own bed rather than in Susan’s bed, getting Carol to 
comply when getting her dressed or changing her nappy, Carol running off when they 
went shopping, Carol having temper tantrums when she had to go in a pushchair or 
hold Susan’s hand and temper tantmms involving Carol screaming, shouting and 
kicking.
It was agreed that the goals of the programme would include:
• increasing Susan’s use of praise and positive reinforcement
• reducing Susan’s use of threats
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• reducing Susan’s use of negative forms of discipline
• increasing Susan’s use of a positive tone of voice
increasing Susan’s use of descriptive commenting when playing with Carol
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Appendix 21
FAMILY 6 -  CLINICAL INFORMATION 
Nature of Referral Concerns
Emma’s participation in the programme was suggested by her key-worker, a 
Community Learning Disability Nurse in an Adult Community LD Team, because of 
concerns regarding Emma’s parenting abilities. Emma had been known to the team on 
a long term basis but the Health Visitor had recently reported concerns that Emma 
appeared to be ‘passive’ in her interactions with Anna, often not actively doing 
anything with her, not playing with her and not saying much to her when they were 
together. Emma had received previous parenting advice from her health visitor. Emma 
had no recognised mental health problems but there was a query whether she was 
suffering absences as on occasions she would stare into space, not say anything and 
then mumble or laugh to herself. This was being monitored through the Community 
LD Team. There was no child protection concerns reported. There were no concerns 
regarding Anna’s development.
The Parent Training Programme
Emma agreed to participate in the programme. Emma said that Anna could be 
stubborn and at times she found it difficult to get her to do what she wanted. She 
wanted to know how she could deal with this stubborn behaviour and non-compliance.
It was agreed that the goals of the programme would include:
• increasing Emma’s use of praise and positive reinforcement with Anna
• increasing Emma’s use of descriptive commenting when playing 'with Anna
• increasing Emma’s facilitation of Anna’s play
• increasing Emma’s use of smiling and physical affection with Anna
• increasing Emma’s use of teaching and elaboration when playing with Anna 
(cognitive stimulation)
PsychD in Clinical Psychology 478
